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How much blood loss a patient can withstand depends on many 
| factors. However, the wisdom of holding blood loss to a minimum 
ae is generally accepted. 

ae Preoperative Adrenosem helps preserve every precious drop of 
rs blood and lessens the need for transfusions, both during and after 
op surgery. It provides a clearer operative field, facilitating the pro- 
i: _ cedure and shortening operating time. Postoperatively, Adrenosem 
4 reduces seepage and oozing.t 

3 j _Adrenosem’s high index of safety, with no contraindications at 
et _ recommended dosage levels, establishes it as a standard preventive 
ae measure in any procedure where bleeding may present a problem. 
ape {Bibliography and detailed literature available on request. 


too much) 


SUPPLIED: 

AMPULS 5 mg., 1 cc.: packages of 5 and 100 
10 mg., 2 cc.: packages of 5 

TABLETS 1 mg. (s.c. orange): bottles of 50 
2.5 mg. (s.c. yellow): bottles of 50 


SYRUP 2.5 mg. to each 5 cc. (1 teaspoonful): 4 oz. bottles 


drenosem” 


SALICYLATE 


(Brand of carbazochrome salicylate) 
controls capillary bleeding 
*U.S. Pat. Nos. 2581850, 2506294 


THE S&S. &. Mi ASSENGILL COMPANY, Bristol, Tennessee » New York + Kansas City » San Francisco 
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~ you prepare quality food, call your Gas 


“We like the 


dependable, 


flexible service 


our 


equipment gives’’ 


Lasell Junior College 
Auburndale, Massachusetts 


““We’ve always used Gas, and we’ve always 
been more than happy with the results,” 
say Chef E. K. Turner and Dietitian Miss 
Elizabeth Smith of Lasell Junior College. 
Gas helps the chef prepare the tasty, appe- 
tizing food students write home about be- 
cause Gas provides close control over cook- 
ing and baking. Gas is also clean, fast and 
dependable, with minimum maintenance. 

The modern Gas equipment Lasell Junior 
College uses includes 5 Vulcan ranges, 2 
Vulcan broilers, 2 Blodgett ovens, 3 Pitco 
fryers, 2 griddles, a baker’s stove and a Gas 
proofing closet. 

For information on how Gas can help 


Company commercial specialist. He'll be 
glad to discuss the economies and outstand- 
ing results Gas and modern Gas equipment 
provide. American Gas Association. 
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for maximum effectiveness Recently, Griffith! reported that V-Cillin K pro- 
duces antibacterial activity in the serum against penicillin-sensitive pathogens which is 
unsurpassed by any other form of oral penicillin. This helps explain why physicians have 
consistently found that V-Cillin K gives a dependable clinical response. 


for unmatched speed Peak levels of antibacterial activity are attained within 
fifteen to thirty minutes—faster than with any other oral penicillin.! 


for unsurpassed Safety The excellent safety record of V-Cillin K is well estab- 
lished. There is no evidence available to show that any form of penicillin is less allergenic 


or less toxic than V-Cillin K. 


In scored tablets of 125 and 250 mg. 
1. Griffith, R. S.: Comparison of Antibiotic Activity 
in Sera Following the Administration of Three Dif- 
ferent Penicillins, Antibiotic Med. & Clin. Therapy, 


V-CILLIN K® (penicillin V potassium, Lilly) 7: No. 2 (February), 1960. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


033234 
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anual hospital sepsis 


This 44 page manual discusses the incidence, 
causes and prevention of hospital infections. Major 
emphasis is given to the staphylococcus problem. 


Your complimentary copy may be obtained by writing to 
the Hospital Division, JOHNSON & JOHNSON, New Bruns- 
wick, New Jersey. Additional manuals are available, in units 
of 25 copies, at the nominal cost of $7.50 per unit. 
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THIS SYMBOL IS YOUR 


GUARANTEE OF STERILITY 


Patient-Ready dressings afford the Hospital staff 
one more tool to reduce the chain of cross-infection 


Paper used in the packaging of Johnson & 
Johnson's Patient-Ready sterile dressings under- 
goes a series of exacting physical and biological 
tests to better assure sterility in the finished 
product. The paper used is a uniform sheet free 


of microscopic openings. 


Paper packages used for Johnson & Johnson's 
Patient-Ready dressings are sealed by an exclu- 
sive process that actually welds paper together, 
preventing microorganisms from entering the 
package in storage...a process developed 
through our own research. 


The sterilizers used by Johnson & Johnson that 
assure the sterilization of all of our sterile dress- 
ings are equipped with heat recording thermo- 
couples that test temperatures throughout the 
interior of the autoclave, including the actual 


package and dressing. 


A sterility test is performed on each ‘‘sterilizing 
lot’’ of Johnson & Johnson's Patient-Ready ster- 
ile dressings to assure the absence of positive 
cultures before the product is released for 
distribution. 
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Cylinder Model 


[.P PB. with AIR or OXYGEN: 


your choice with M-S-A® 
Pulmonary Ventilators 


This is the compressor model used for air mixtures. 
Other models are available for 100% oxygen or 
air-oxygen mixtures. Also, “total flow” Heated Main- 
stream Nebulizer available for all models. 
Write for descriptive literature or ask for a 
demonstration. 


>/;\.- Mine Safety Appliances Company 
201 North Braddock Avenue 


Pittsburgh 8, Pennsylvania 


hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 


NATIONAL MEETINGS 
1960 


Aug. 29-Sept. 1—€2nd annual meeting, San Francisco (Civic Audi- 
torium and Jack Tar Hotel) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH JANUARY 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


AUGUST 


1-S Hospital Pharmacy (Basic), Minneapolis (University of Min- 

nesota) 

8-10 Hespital Administration, Oklahoma City (Oklahoma Biltmore 
Hotel) 

14-19 American Society of Hospital Pharmacists, Washington, D.C. 
(Shoreham and Park-Sheraton Hotels) 

14-19 American Pharmaceutical Association, Washington, D.C. 
(Shoreham and Park-Sheraton Hotels) 

15-19 National Association of Boards of Pharmacy, Washington, 
D.C. (Shoreham and Park-Sheraton Hotels) 

21-26 American Association of Blood Banks, San Francisco (Jack 
Tar Hotel) 

26-27 American Association for Hospital Planning, San Francisco 
(Federal Building and Clift Hotel) 

27 American Association of Hospital Consultants, San Francisco 

(Fairmont Hotel) 

27-31 American College of Hospital Administrators, San Francisco 
(Jack Tar Hotel) 

29-Sept. 1 American Association of Nurse Anesthetists, San Fran- 
cisco (Civic Auditorium and Sheraton-Palace) 


12-13 Montana Hospital Association, Missoula (Florence Hotel) 
12-16 Nursing Service Administration, Buffalo (Lafayette Hotel) 
18-20 Colorado Hospital Association, Estes Park (Stanley Hotel) 
22-24 West Virginia Hospital Association, White Sulphur Springs 
26-30 College of American Pathologists, Chicago (Palmer House) 
26-30 Central Service Administration, Chicago (AHA Headquarters) 
26-30 American Society of Clinical Pathologists, Chicago (Palmer 
House) 
29 Hospital Association of Hawaii 


OCTOBER 


2-7 American Society of Anesthesiologists, New York City (Statler 
Hotel) 
4 Hospital Association of Rhode Island, Providence (Sheraton- 
Biltmore Hotel) 
5-7 Hospital Laundry Management and Operation, Chicago (AHA 
Headquarters) 
6-8 American Association of Medical Clinics, New Orleans 
(Roosevelt Hotel) 
10-13 American Association of Medical Record Librarians, Seattle 
(Olympic Hotel) 
10-13 Evening and Night Nursing Service Administration, Pitts- 
burgh (Pick-Roosevelt Hotel) 
10-14 American College of Surgeons, 46th Annual Clinical Con- 
gress, San Francisco 
10-14 National Federation of Licensed Practical Nurses, Albuquer- 
que, N. Mex. (Cole Hotel) 
12-13 Indiana Hospital Association, Indianapolis (Student Union 
Bldg., Indiana University Medical Center) 
12-14 Hospital Pharmacy (Specialized), Chicago (AHA Head- 
quarters) 
12-14 Maryland-District of Columbia-Delaware Hospital Associa- 
tion, Washington (Shoreham Hotel) 
12-14 ne Hospital Association, Saskatoon (Bessborough 
otel) 
13-14 Vermont Hospital Association, Burlington 
17-18 Idaho Hospital Association, Boise (Elks Lodge) 
17-18 Oregon Hospital Association, Gearhart (Gearhart Hotel) 
17-19 Institute on Supervision, Chicago (AHA Headquarters) 


(Continued on page 102) 


HOSPITALS, J.A.H.A. 


7 
{ 
4 
¥ 
¥ 


aS 


| 


The unique Surgiderm glove developed by B.F.Good- 
rich is tissue-thin all over—no heavy ends at fingertips. 
This allows almost as sensitive a touch as a surgeon 


| would have bare-handed! Surgiderm is 30 to 50 per 
| cent softer than regular surgeons’ gloves. It is less 
| tiring to hands because it is more pliable. It fits easily 
| and snugly, yet never binds the hand or restricts the 


fingers. A specially-developed rubber compound 
makes the Surgiderm glove extra strong to start with, 


than other surgeons gloves; and it stays strong even after repeated sterilizing. 


STRONGE 


Exclusive BFG Surgiderm glove now in two styles 


Newest style has colored size identification band 
dipped on. The band is an integral part of the Sur- 
giderm glove, leaves no niches where bacteria can 
gather. Band is instantly visible outside and inside 


| and just as of the glove and cannot come off even under extreme 

| autoclave heat. 

The Surgiderm glove also comes in rolled wrist 
style. And BFG also makes a Eudermic, special-pur- 
pose glove for doctors allergic to regular rubber gloves. 

. Sold by hospital supply houses and surgical dealers 


everywhere. Hospital and Surgical Supplies Depart- 
ment, The B.F.Goodrich Company, Akron 18, Ohio. 


hospital and surgical supplies 
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First from American 


New ideas, 
new products 
hospital 
laundry... 


through one service expert! 


American representatives understand hospital laundry Meet Bob Connell, American rep- 

. . resentative. Since starting as a ship- 

needs. They offer valuable experience and expert counsel in tak, Geb tae 

every hospital area...and the widest, most complete selec- acquired product knowledge 

° . . equaled by few in the industry. One 

tion of products and services in the field. You can rely on Giitaints eis, Sie tadtont ve ab 

American’s reputation for quality and for prompt, depend- usual services and helps us improve 

. techniques, thereby earning the 

able delivery. Your man from American is dedicated to chive of 
your hospital’s best interests...call him with confidence. business.” 


The First Name 
in Hospital Supplies | 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas 
Export Department: Flushing 58, L. |, N. Y., U. S, A, In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited, 
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Hospital Supply 


Kansas City « Los Angeles « Miami « Minneapolis « New York « San Francisco « Washington 
Winnipeg 12, Manitoba. In Mexico—Hoffmann-Pinther & Bosworth, S. A., Mexico 1, D. F., Mexico. 
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officers, tustees and! councils 


OFFICERS 
President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 


Baltimore 5 


President-Elect 


Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 


Immediate Past President 


Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


Treasurer 
John N. Hatfield, Passavant Memorial Hospital, Chicago 
11 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Secretary 


Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 


Assistant Secretary 


James E. Hague, 840 North Lake Shore Drive, 
Chicago 11 


Assistant Treasurer 


John E. Steen, 840 North Lake Shore Drive, 
Chicago 1 


BOARD OF TRUSTEES 


Chairman: Russell A. Nelson, M.D., ex officio, Johns 
opkins Hospital, Baltimore 5 

Ray Amberg, ex officio, University of Minnesota Hos- 
pitals, Minneapolis 14 

Prank 8S. Groner, ex officio, Baptist Memorial Hos- 
pital, Memphis 3, Tenn. 

John N. Hattield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 


Term Expires 1960 


Rt. Rev. Msgr. Edmund J. , archdiocesan direc- 
tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 

Term Expires 1961! 

D. R. —— M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta. 


Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 


. Clarence E. Wonnacott, Latter-day Saints Hospital, Salt 


Lake City 3, Utah 


Term Expires 1962 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland 
County, Columbia, 8.C. 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Coordinating Council 


Chairman: Frank 8. Groner, Baptist Memorial Hospi- 
tal, Memphis 3, Tenn. 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

H. Charles Abbott, Hospital Service of Southern Cali- 
fornia, Los Angeles 27 

J. Milo Anderson, Strong Memorial Hospital, Rochester 
20. N.Y. 

E. Dwight Barnett, M.D., 97 Leon Way, Atherton, 
Calif. 

George E. Cartmill, Harper Hospital, Detroit 1 

Mrs. Palmer Gaillard Jr., Mobile Infirmary Women’s 
Auxiliary, Mobile 16, Ala. 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn. 

Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 10, Tex. 

Martin R. Steinberg, M.D., Mount Sinai Hospital, 
New York 29 


Council on Administrative Practice 


Chairman: George E. Cartmill, Harper Hospital, De- 
troit 1 


. Term Expires (960 


Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

Jack A. L. Hahn, Methodist Hospital of Indiana, In- 
dianapolis 7 

George A. Hay (vice chairman), Hospital of the 
nionge Medical College of Pennsylvania, Philadel- 
phia 2 


Term Expires 1961 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 


William K. Klein, Long Island College Hospital, 
Brooklyn 1, N.Y, 


Term Expires 1962 
George a Graham, M.D., Ellis Hospital, Schenectady 
8, N 


Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 

Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Medical 
Center of Dallas, Dallas 10, Tex. 

Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 11 

Roy R. Prangley, Norfolk General Hospital, Norfolk 


Abram L. Van Horn, M.D., Kate Macy Ladd Convales- 
cent Home, Far Hills, N.J. 

Term Expires 1961 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie (vice chairman), St. Mary's Hos- 
pital, Pierre, 8S. Dak. 

Rer. Granger Westberg, University of Chicago Clinics, 
Chicago 387 

Term Expires 1962 

William 8S. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 


Rock, Ark. 

Richard Lubben, Bozeman Deaconess Hospital, Boze- 
man, Mont. 

Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Blue Cross Commission 

Chairman: H. Charles Abbott, Hospital Service of 
Southern California, Los Angeles 27 (1961) 

Term Expires 196! 

Sam J. Barham, Kansas Hospital Service Association, 
Inc., Topeka, Kans. 

Paul G. Drescher, Associated Hospital Service of New 
York, New York 16 

Rt. Rev. Msgr. Robert A. Maher, diocesan director of 
health and hospitals, Toledo 2, Ohio 

John B. Morgan Jr., Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

F. P. Rawlings Jr., Group Hospitalization, Inc., Wash- 
ington 6 

Stanley H. Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 

Term Expires 1962 

George T. Bell (vice chairman), Hospital Service As- 
sociation of Northeastern Pennsylvania, Wilkes-Barre, 


Pa. 
T. B. Bennett, Louisiana Hospital Service, Baton Rouge, 


H. W. Brown, Quebec Hospital Service Association, 
Montreal 2, Que. 

Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, Nebr. 

William 8S. McNary, Michigan Hospital Service, De- 
troit 26 

David W. Stewart, Rochester Hospital Service Corp., 
Rochester 4, N.Y. 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires 1963 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Director: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 

Chairman: Martin R. Steinberg, M.D., Mount Sinai 
Hospital, New York 29 

Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louls 10 

Harold Prather, Richmond Memorial Hospital, Rich- 
mond 27. Va. 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 

Term Expires 196! 

Kenneth Holmquist, Bethesda Hospital, St. Paul 3 

Rer. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires (962 

mi, Earngey Jr., Harris Hospital, Fort Worth 4, 


conn < Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Secretory: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 

Chairman: Mrs. Palmer Gaillard Jr., Mobile Infir- 
mary Women’s Auxiliary, Mobile 16, Ala. 

Term Expires 1960 

Guy M. Hanner, Good Samaritan Hospital, Phoenix, 


Ariz. 

Mrs. Harry Milton (vice chairman), Jewish Hospital 
of St. Louis Auxiliary, St. Louis 10 

Laura Vossler, Presbyterian Hospital in the City of 
New York, New York 32 


OF THE AMERICAN HOSPITAL ASSOCIATION 


rs. Columbus Conboy, Ladies Aurilia 

Auxillary, Rockford, Il. 

Term Expires 1962 


Max L. Hunt, Yakima Vall Memorial 


Melba Powell, Coahoma County (Hospital) Women's 
Auxillary, Clarksdale, Miss. 


Secretary: Patricia Sussmann, 840 North Lake 
Drive, Chicago 11 —— 


Council on Planning, Financing 

and Prepayment 

Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 

Term Expires | 

Herman Herold, Washington-St. Tammany Charity Hos- 
pital, Bogalusa, La. 

Delbert L. Pugh, Columbus Hospital Federation, Co- 
lumbus 3, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 

Term Expires 1961 

Dean A. Clark, M.D. (vice chairman), Massachusetts 
General Hospital, Boston 14 

John D. Porterfield, M.D., deputy surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 

Term Expires 1962 

Stanley W. Martin, Ontario Hospital Association, To- 
ronto 7, Ont. 

James P. Richardson, Presbyterian Hospital, Charlotte 


»bert M. Sigmond, Hospital Council of Western 
Pennsylvania, Pittsburgh 13 


nee: 2 Hiram Sibley, 840 North Lake Shore Drive, 
ca 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, 

Term Expires 1960 

Louls B. Blair, St. Luke’s Methodist Hospital, Cedar 
Rapids, Iowa 

Gerhard Hartman, Ph.D., University Hospitals, Iowa 
City, 

Leon C. Pullen Jr., Decatur and Macon County Hospi- 
tal, Decatur, Til. 

Term Expires 196! 

Leonard O. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 

David B. Wilson, M.D. (wice chairman), University 
Ifospital, Jackson 5, Miss. 

Term Expires 1962 

lienry T. Clark Jr., Ry D., University of North Caro- 
lina, Chapel Hill, 

Cecilia H. Hauge, It. Administration, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., 97 Leon Way, 
Atherton, Calif. 


Term Expires 1960 

Celeste K. Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.I. 

Harry M. Malm, Lutheran Hospitals and Iomes So- 
ciety, P.O. Box 1587, Fargo, N. Dak. 

Term Expires 196! 

Elbert DeCoursey, M.D., Southwest Foundation for Re- 
search and Education, San Antonie 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 
phia 2 , 

James W. Stephan (wice chairman), University of 
Minnesota, Minneapolis 1 

Term Expires (962 

Charles D. Filagle, Johns Hopkins Hospital, Balti- 
more 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Secretary: Daniel 8. Schechter, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

J. Allan Mahoney, M.D., assistant director 
John E. Sullivan, controller 
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CENTRAL PIPELINE SYSTEM: 


Your Key fo: 


REAL SAVINGS 
investment amortized in 


i to © years 


LESS MAINTENANCE 
éliminates costly repairs of 
expensive gas regulators 


ADDED CONVENIENCE 
oxygen supply within easy 
reach at all times. 


PATIENT COMFORT 
handling of 
eliminated 


laformation and engineering service can be 

obta/néd without ob/igation. Please direct your 
; request fo the Company, 
Serving the Medical Profession 


for Fifty 


Ohio Chemical Pacific Company, Berkeley 10, California * Ohio Chemical 
Canada Limited, Toronto 2 * Airco Company International, New York 17 


Cie. de Oxigene, Hev 
OHIO CHEMICAL & SURGICAL EQUIPMENT CO. aan ‘ igen, Havana 
DEPT. H-8, MADISON 10, WISCONSIN ivisions or subsidiaries of Air Reduction Company, Incorporated) QRED 
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NATIONAL CHEMSEARCH, 


Works wonders! New Plex-I-Gloss floor finish especially designed for 

heavily trafficked floors. Plex-I-Gloss saves time and maintenance dollars 

with one-step application ...long-wearing protection that requires no 

buffing! Lasts longer than ordinary Leader in 
finishes .., easily maintained with a Chemical Research 
treated dust mop. — Since 1919 
For on-the-spot assistance, see your 
National Chemsearch representative. 
Well trained, experienced in dealing with 
your kind of problems ... backed by one 
of the finest research staffs in the 
industry. 


CHEIMSEARCH cow. 


DALLAS + LOS ANGELES 
ST. LOUIS + NEW YORK 


Address all inquiries to: 
National Chemsearch; 2417 Commerce; Dallas, Texas 
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introducing He authors 


Wilfred Bloomberg, M.D., commis- 
sioner of the State of Connecticut 
Department of Mental Health, 
Hartford, states 
the case for the 
return of mental 
hospitals to the 
“main stream of 
medicine”’ in his 
article begin- 
ning on p. 36. 

Dr. Bloom- 
berg’s distin- 
guished career 
in the field of 
mental health 
began at the State Prison Colony 
in Norfolk, Mass., where he served 
as psychiatrist and medical officer 
from 1932-34. He left private prac- 
tice at the outbreak of World War 
II to join the U.S. Army. Among 
other assignments he served as 
neuropsychiatric consultant for the 
First Service Command. He was 
discharged in 1946 with the rank 
of colonel. 

The next 11 years Dr. Bloom- 
berg served as chief of psychiatry 
and neurology service at Veterans 
Administration hospitals at Fram- 
ingham and Boston, Mass. After 
serving as associate director for 
mental health for the Southern 
Regional Education Board, Dr. 
Bloomberg accepted his present 
position as Connecticut state mental 
health commissioner in 1958. 

Dr. Bloomberg’s present assign- 
ments also include an associate 
clinical professorship in psychiatry 
and public health at Yale Univer- 
sity. He is honorary consultant in 
neuropsychiatry to the Surgeon 
General, U.S. Army. 

Dr. Bloomberg is a member 
of numerous professional societies 
and a frequent contributor to medi- 
cal publications. He is a fellow of 
the American Medical Association 
and the American Psychiatric As- 
sociation, 

Dr. Bloomberg received his med- 
ical degree from Harvard Univer- 
sity Medical School. He has been 
certified by the American Board of 
Psychiatry and Neurology as quali- 
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fied in both neurology and psychi- 
atry. He has also been certified as 
a qualified mental hospital admin- 
istrator by the American Psychi- 
atric Association. 


Lewis R. Gillette and Joan Storkan, 
Pharm.D., report on a simplified drug 
order system for physicians’ use 
in their article 
on p. 61. Mr. 
Gillette is as- 
sistant adminis- 
trator of San 
Antonio Com- 
munity Hospi- 
tal, Upland, 
Calif., and Miss 
Storkan is the 
hospital’s chief 
pharmacist. 

A graduate of 
the University of California pro- 
gram in hospital administration, 
Mr. Gillette served an administra- 
tive internship at the Ernest V. 
Cowell Memorial Hospital, Berke- 
ly, Calif., and his administrative 
residency at California Hospital, 
Los Angeles. 

Active in hospital association and 
council activities, Mr. Gillette cur- 
rently serves as an officer of the 
administrative assistants’ section of 
the Association of Western Hospi- 
tals. He is also area representative 
for the administrative activities di- 
vision and for the education and 
grievance committee of the Hospi- 
tal Council of Southern California. 

Mr. Gillette is a member of the 
American College of Hospital Ad- 
ministrators. 

Miss Storkan joined the staff of 
San Antonio Gemmunity Hospital 
in June 1957 following receipt of 
a doctor of pharmacy degree from 
the University of Southern Cali- 
fornia. She completed her under- 
graduate work at Mount Saint 
Mary’s College, Los Angeles. 

Miss Storkan is a member of the 
American Pharmaceutical Associa- 
tion and the American Society of 
Hospital Pharmacists and is active 
in the local chapters of these or- 
ganizations. 


MR. GILLETTE 


Mary F. McKeever and |. J. Flance, 
M.D., describe the program of liai- 
son between Jewish Hospital of St. 


DR. FLANCE 


MISS McKEEVER 


Louis and nursing or foster homes 
for patients requiring home care 
services (p. 40). 

Miss McKeever is director of the 
social service department at Jewish 
Hospital of St. Louis and Dr. Flance 
is medical director of the hospi- 
tal’s home care program. 

Miss McKeever has been associ- 
ated with Jewish Hospital of St. 
Louis since 1946. She served as 
casework supervisor for two years 
prior to her appointment as direc- 
tor of the social service department 
in 1948. 

Miss McKeever is a member of 
a number of professional organi- 
zations, including the National As- 
sociation of Social Workers, the 
National Conference on Jewish 
Communal Service and the Na- 
tional Conference on Social Wel- 
fare. 

Miss McKeever is a graduate of 
St. Mary’s College, Notre Dame, 
Ind. She received her master’s de- 
gree in social work at the Univer- 
sity of Chicago. 

In addition to his present as- 
signment at Jewish Hospital of St. 
Louis, Dr. Flance serves as an in- 
structor in clinical medicine at 
Washington University School of 
Medicine, St. Louis. He is also 
medical director of the St. Louis 
Tuberculosis and Health Society 
and is vice president of the Mis- 
souri State Tuberculosis Associa- 
tion. 

Dr. Flance received his medical 
degree from Washington Univer- 
sity School of Medicine, St. Louis. 
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- serviced by your local linen 


You’re a hospital administrator 
...not a laundry specialist! 


As many hospital administrators will tell | every cotton cloth item your hospital re- 
you—handling your own laundry is horse quires—sheets, pillowcases, towels, gowns, 
and buggy management. uniforms, etc. He will launder them hy- 
It creates needless overhead—the pur-  gienically, maintain your inventory for you 
chase and replacement of linens ... extra and keep you supplied on a schedule that 
laundry personnel...extrasupplies...extra, | suits your needs. And, of course, you pay 
expensive equipment...extramaintenance. — only for what you use. 
And don’t forget that laundering space Make that call to your Linen Supplier 
could be turned into room for extra beds. now. Find out how Linen Supply can cut 
Your local Linen Supplier can furnish — your overhead . . . improve efficiency. 


Look in the Yellow Pages under ‘Linen Supply’’ or ‘‘ Towel Supply.”’ 


Note: No investment, no 


maintenance, no inventory. 
Everything is furnished and Association of America 


supplier, at low cost. and National Cotton Council « 22 West Monroe Street, Chicago 3G, Illinois 
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mild enough for a baby’s skin... 


so right for any patient’s skin! 


—one reason why Ivory is by far the leading soap in hospitals everywhere! 


Your patients deserve the best of care. Pure, mild Ivory Soap 
is the mildest washing care a patient can have . . . mild 
enough even for a baby’s sensitive skin. It’s refreshing, clean 
smelling and cleanses gently. To maintain a high standard of 
quality, Ivory Soap must pass 233 laboratory and scientific 
tests. And today more doctors recommend Ivory than any 
other soap. It’s the leading soap in hospitals everywhere. If 
you are not now using Ivory in your institution, give it a trial 
soon. Ivory will quickly win your confidence, too! 
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AND ONLY HARD HAS 


HARD'S ALL-EKTRIK BED 1494-AEG 
/s Designed for Patient Safety...Nursing Efficiency 


e SAFTI-LITE reminds the nurse when the bed is left in 
other than the lowest, safest position. 

¢ PATIENT CONTROL for all positions is provided on a 
Control-Console which can be positioned on right or left 
side of bed allowing patient use with either hand. Operates 
on low voltage milliamp electronic circuit. 

e CUT-OFF BOX allows nurse to limit patient’s control of 
bedspring height, back rest, knee break. 

e FULCRUMATIC and ROLEVATOR actions for spring 
heights and gatch positions reduce wear, give smooth, 
silent operation. Spring can be manually operated in case 
of power failure. 


Visit the HARD Booth 705 and See it in Action 


THE HARD MANUFACTURING COMPANY 


117 TONAWANDA STREET . BUFFALO 7, NEW YORK 
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} HOSPITALS DUPED BY HIGH-PRESSURE 
ADVERTISING SALESMEN—Q uestionable 
tactics of a Philadelphia firm were 
reported recently by Associated 
Hospitals of Manitoba, Winnipeg. 
Hospitals in the province have been 
contacted by the company, an ad- 
vertising sales organization, to buy 
advertising in foreign language 
publications, the association said. 
On refusing the offers, the hospi- 
tals were nevertheless billed for 
such advertisements. 

One small hospital received a 
charge for an advertisement in 
what the firm called “Ukrainian 
Daily Paper”. When the hospital’s 
superintendent protested, the 
charge was reduced to half the 
original amount. 

Investigation undertaken by the 
Delaware Valley Hospital Council, 
whose headquarters are in Phila- 
delphia, showed that the local Bet- 
ter Business Bureau is aware of 
the questionable procedures used 
by the company. 

The firm is known to have 
been operating for a number of 
years; it reportedly uses high-pres- 
sure methods to solicit advertising 
in foreign language papers, then 
proceeds with the billing even in 
cases where authorization to place 
advertising is not obtained. Fur- 
ther attempts to collect are then 
usually made, along with threats 
of legal action. 

The Philadelphia Better Business 
Bureau’s advice is to ignore the 
bills and the threats. The bureau 
had no suggestions as to any spe- 
cific action that could be brought 
against the firm. 


> STAFF PRIVILEGES DENIED, PANEL PHY- 
SICIANS CLAIM—Physicians associ- 
ated with the Health Insurance 
Plan of Greater New York (HIP) 
made their charges against hospi- 
tals public last month at hearings 
held by the Joint Legislative Com- 
mittee on Health Insurance Plans 
of New York State. The physicians 
claimed that Staten Island hospi- 
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tals were refusing them staff privi- 
leges because these physicians were 
employed by the health care plan. 
The medical boards of the hospitals 
were accused of “monopoly” and 
“conspiracy” by some witnesses 
testifying at the hearings. (Details 
p. 99) 


> ADDENDA ANNOUNCED TO AHA CON- 
VENTION PROGRAM—Addenda to the 
program of the annual meeting of 
the American Hospital Association 
in San Francisco have been an- 
nounced since the publication of 
the program in the July 16 issue 
of this Journal. 

Jane Wyman, motion picture 
actress, will speak at the Catholic 
Sisters Luncheon to be held Mon- 
day, August 29, at the Hotel Whit- 
comb. Guest at the luncheon will 
be His Excellency; The Most Rev. 
Merlin J. Guilfoyle, Auxiliary 
Bishop of the Archdiocese of San 
Francisco. Russell A. Nelson, M.D., 
president of the AHA and director, 
Johns Hopkins Hospital, Baltimore, 
will preside. 

George Christopher, mayor of 
San Francisco, will present greet- 
ings at the first general assembly 
Monday afternoon in the War Me- 
morial Veterans Auditorium. 

Speaker at the Hospital Auxili- 
aries Luncheon will be The Very 
Rev. C. Julian Bartlett, Dean of 
Grace Cathedral, San Francisco. 
The luncheon is scheduled for 
Wednesday, August 31, at the Jack 
Tar Hotel. 

The American Hospital Associa- 
tion Trustees’ Award will be pre- 
sented to Duncan D. Sutphen Jr., 
executive director, Gotham Adver- 
tising Co., New York, at an AHA 
dinner to be held Wednesday eve- 
ning at the Jack Tar Hotel. 


* 


When it convenes in San Fran- 
cisco, the House of Delegates of the 
AHA will be meeting for the first 
time as a body of 128 members. 
Changes in Association bylaws in- 
creasing the membership of the 


House from 100 to 128 and also 
providing for reapportionment in 
representation were approved by 
the House at last year’s annual 
meeting in New York. 

Chairman of all House of Dele- 
gates meetings in San Francisco 
will be Ray Amberg, immediate 


MR. AMBERG 


past president of the AHA and 
director of University of Minne- 
sota Hospitals, Minneapolis. The 
House of Delegates will hold its 
first meeting in the El Dorado 
Room of the Jack Tar Hotel at 
9 a.m. on Monday, August 29, not 
at 9:30 a.m., as was announced in 
the June 16 issue of this Journal. 


>» CANADA MOVES FURTHER TOWARD 
GOVERNMENT HEALTH INSURANCE—The 
Yukon Territory last month became 
the 11th participant in the govern- 
ment-controlled hospitalization 
plan which now applies through- 
out most of Canada. The Domin- 
ion government and the territory 
signed the hospital insurance agree- 
ment under the Hospital Insurance 
and Diagnostic Services Act. As in 
other areas of Canada, coverage, 
in addition to hospitalization and 
all inpatient services, includes cer- 
tain outpatient procedures. General 
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WHICH CULTURE 


COULD BE TAKEN 
FROM YOUR COILS? 


Three cultures above were taken from the condensed water 


on the refrigeration coils of a hospital air conditioning sys- 
tem. The fourth (lower right) was taken from the Kathene® 
solution in a Kathabar® unit protecting a vital area in the 


same hospital. 
If you culture the exposed water in the air conditioning 


system for surgery, nurseries, and other critical areas in your 
hospital, you may find compelling reasons for looking into 
the protection offered by Kathabar air conditioning. 


SURFACE COMBUSTION 

Division of Midland-Ross Corporation Mi: 

2388 Dorr St., Toledo 1, Ohio 

Send “Air Hygiene for Hospitals” 


zone........state 


revenues of the territory will be 
used to finance the plan, with the 
Dominion government contribut- 
ing approximately half the cost. 

® Meanwhile, in Saskatchewan, 
the last attempts were being made 
by organized medicine to prevent 
the adoption of a compulsory pre- 
paid medical care plan. The plan 
was originally proposed by the pre- 
mier of the province, T. C. Douglas. 
At the last election, in June, the plan 
was put up to the voters by the 
premier, who made it the key issue 
of his political campaign. Mr. 
Douglas regards the re-election of 
his Socialist government as a man- 
date from the voters, and final 
preparations for the introduction 
of the medical care plan are going 
ahead. 

The Saskatchewan College of 
Physicians and Surgeons, the Ca- 
nadian Medical Association and its 
Saskatchewan division remained 
unequivocally opposed to the gov- 
ernment program. The CMA 
adopted a statement which said, in 
part, “While there are certain as- 
pects of medical services in which 
tax-supported programs are neces- 
Sary, a tax-supported comprehen- 
sive program, compulsory for all, is 
neither necessary nor desirable.” 
The CMA General Council also ap- 
proved provision of financial and 
other assistance to its Saskatche- 
wan division. 


> REPORT FROM WASHINGTON —Con- 
gress will reconvene for a brief 
session this month, and President 
Eisenhower is expected to present 
a special message at that time on 
matters of urgent legislation. Only 
the most important health issues 
will probably receive action dur- 
ing the forthcoming session. One 
of them, health care for the aged, 
may well be affected by the Demo- 
cratic 1960 party platform, which 
calls for the financing of that care 
by means of the social security 
system. (Details p. 94) 

@ Shortly before Congress re- 
cessed, a number of new bills in the 
area of health legislation were in- 
troduced. Three of them have bear- 
ing on the problem of the aged; 
two were introduced by Sen. Pat- 
rick V. McNamara (D.-Mich.) and 
the third by Rep. Peter Rodino 
(D-N.J.). (Details p. 95) 
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WHY NEW YORK'S MISERICORDIA HOSPITAL CHOOSES 


Simmons furniture for every room 


Which furniture gives patients the best: in and equipment throughout their new hospital. 


comfort? Which provides nursing staffs with Simmons equipment fulfills most exacting 
the most efficent equipment? Which assures hospital standards. And Simmons complete line 
easiest maintenance and longest life ? Misericordia of coordinated styles and colors gives hospitals 
Hospital’s administration answered questions the well-planned, beautifully decorated look you 
like these by choosing Simmons furniture see in the Misericordia room scenes on this page. 


For intensive, most efficient recovery room care, Simmons Patient rooms are furnished with manual Vari-Hite beds 
Vari-Hite Recovery Beds, feature narrow width, built-in and Slimline furniture. Beautyrest® mattresses on every 
safety sides, versatile S-crank spring. bed give patients the wonderful comfort they prefer. 


a 
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— 


In pediatric areas, Simmons cribs and youth beds in 
cheerful! colors are combined with 7heme and Slimline 


Simmons sofas and chairs beautify the School of 
Nursing visitors’ lounge. For supreme comfort, exclusive 
Comfortorc® construction adjusts seat pitch to weight of furniture. These youth beds with low sliding sides lessen 


person occupying the seat or chair. feelings of confinement for older children. 


Merchandise Mart - Chicago 54, lilinois 


DISPLAY ROOMS : Chicago « New York - Atlanta +- Dallas -« Columbus + San Francisco «+ Los Angeles 
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TOY SURREY is the method of transportation favored by young patients on their way to 
x-ray at the Cardinal Glennon Memorial Hospital for Children, St. Lovis. The hospital's 
radiology department has been renamed “Roentgen Street'’ in honor of the discoverer of 
x-ray. The department is decorated in the storybook and outer space themes. 


‘Roentgen Street’ chases fear with fun 


Cardinal Glennon Memorial 
Hospital for Children in St. Louis 
has found a new way to amuse and 
entertain young patients requiring 
the services of the radiology de- 
partment. The corridor of the 
radiology department has been 
turned into a storybook setting 
with gay store fronts and car- 
toon characters and aptly named 
“Roentgen Street” after Wilhelm 
Konrad Roentgen, the scientist who 
discovered x-rays. 

The colorful store fronts include 
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Kitty’s Cafe, Bow-Kay Flower 
Shops, Barber Shops, Fruit Stands, 
Post Office, and a marquee pro- 
claiming the Candy Cane Theater, 
complete with play bills. The Wells 
Fargo Trading Post is really the 
patients’ waiting room, while the 
Radar Station and Walt Disney 
cartoonland are the x-ray rooms. 

The Radar Station or ‘“space- 
room’”’ houses the large x-ray 
equipment. Originally a stark clin- 
ical room painted in yellow, the 
walls of the spaceroom are now a 


ghinions and ideas 


deep celestial blue as a background 
for the numerous stars and three- 
dimensional cutouts of rocket ships, 
sputniks and the man-in-the- 
moon. At one corner of the room 
where standing x-rays are made, 
a “control panel” was installed so 
that youngsters can help x-ray 
themselves or, if they prefer, pre- 
tend to guide a rocket ship. 

Sister Mary Felicia, S.S.M., ad- 
ministrator of the hospital, reports 
that it was the idea of the hospi- 
tal’s chief radiologist Armand E. 
Brodeur, M.D., to change the ra- 
diology department into a setting 
in outer space. 

At Sister Mary Felicia’s sugges- 
tion, the assistance of the occupa- 
tional therapy department was 
enlisted to effect the story-book 
setting. 

The world of “‘let’s pretend” be- 
gins for the young patients 
long before they reach “Roentgen 
Street”, for they are transported to 
the radiology department in a toy 
surrey. (See photograph at left.) 

Sister Mary Felicia reports that 
the staff members found the entire 
project worthwhile when one little 
boy brought his parents to see the 
sputniks in the room where “he 
had so much fun.” . 


British hospital develops 
nylon suture dispenser 


Holding suture material is not an 
important problem in general sur- 
gery, but for casualty work, where 
cheaper heat-sterilized nylon su- 
tures are often used, immediate 
access to a supply of previously 
sterilized sutures is desirable. 

A well known means of dispens- 
ing sutures by threading them 
through a short rubber tube was 
used for a time in the casualty de- 
partment of the Leeds (England) 
General Infirmary, but this method 
proved inconvenient since the rub- 
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entification, with the greatest com- 
fort to your patients. Now, its finger-pressure 
ClipSeal makes Ident-A-Band easier than ever to 
apply. Just press the clip and it's sealed—per- 
manently sealed, with the important identifying 
information locked inside. The band itself is the 
same—skin-soft, slender for added comfort, safe in 


water, yet so tough it will noc stretch off a wrist. 
It must be destroyed to be removed. That way you 
know it can’t be put on someone else, either acci- 
dentally or on purpose. The Clip-Seal is easy. Its 
secure. And it comes only with Ident-A-Band, the 
proven way* to positively identify your patients. 
Evaluate Ident-A-Band and decide for yourself. 


HoLlLisrers 


INCORPORATED 


833 N. Orleans Chicago 10 — le Conedea, Hollister Limited, 160 Bey Torento 
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*Over dent-A-Band has been a 
the past ten years, | - worn 
with safety and comfort by tens of millions of hospital ae 
patients. ®R trade-mark of Hollister, Inc. 
. 


“1 check Ident-A-Band- 


th e or ig in a / Nurses everywhere are forming the “pause for patient identification” habit. With 
‘4 Ident-A-Band it's so easy . . . and so safe! As the poster says, they always check that 
the positive, Ident-A-Band before giving medication or care. A glance takes but a second . . . and 

: leaves no room for identity errors. 
on-patient, ; But you can be sure only if the band is sure . . . only if there’s no chance of al- 
. ‘fF; : tered, switched or water-blurred identification. That’s why thousands of hospitals 
identification specify Ident-A-Band by name — it’s the one band that offers your patients positive 
identification every time. Ident-A-Band gives this assurance with its choice of seals, its 
refusal to stretch off a wrist, and its waterproof card sealed inside. Ident-A-Band is 


quick and easy to apply, too, with its new Clip-Seal. And comfort? Feel the skin-soft 
band yourself and see. For Ident-A-Band samples and prices, write: 


| Seeuages in Canada, Hollister Limited, 160 Bay St., Toronto 1 
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DISPENSER for nylon sutures developed at 
Leeds, England, is easily and rapidly loaded, 
is suitable for all gauges of nylon suture and 
permits easy removal of each suture. 


ber deteriorated with use and the 
sutures became untidy during boil- 
ing. 

A second method of handling the 
problem was the use of a non- 
corroding dispenser with stainless 
steel helical springs that would 
hold the nylon sutures firmly and 
at the same time permit easy re- 
moval. This device, although ef- 
fective, was unsatisfactory because 
it took considerable time to fill and 
the instrument occupied a relative- 
ly large area in proportion to the 
number of sutures held. 

After Maurice Ellis, casualty con- 
sultant, had weathered both these 
methods at the Infirmary, David 
Barnett of the University of Leeds 
Medical School developed, during a 
three-month appointment as cas- 
ualty dresser at the Infirmary, a 
stainless steel frame that would 
hold a considerable number of su- 
tures and at the same time would 
allow easy removal. 

This device features a flanged 
base-plate 15 inches long and % 
inch wide with two flanged spring 
loaded flaps, which hold an un- 
sorted bundle of sutures. Because 
the sutures are clamped by four 
metal edges, a single suture may be 
withdrawn while leaving the re- 
mainder undisturbed. Each end of 
the base-plate slopes approximate- 
ly one inch to facilitate picking up 
the sutures with instrument for- 
ceps. 

Mr. Barnett reports that this dis- 
penser is easily and rapidly loaded 
and is suitable for all gauges of 
nylon suture. Used for more than a 
year at Leeds General Infirmary, 
this dispenser has proved reliable 
and convenient, Mr. Barnett re- 
ports. 
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RELIANCE 


FOR YOUR PATIENTS — FOR YOUR STAFF 


Nothing 


place of the 
amazingly versatile 


MODEL 41-AA HYDRAULIC STRETCHER 
For the hospital: saves your nurse — power (and what's more 
important these busy days?). This one stretcher “does everything”: 
receiving room, emergency room, shock therapy treatment, 
recovery room! 


For the patient: minimum movement — and maximum comfort 
and safety from admittance to recovery. 


* Top positions, maximum ease, hydraulically © One lever locks all 4-casters. 
from 291, to 40% inches. Trendelenberg position obtainable in 
* Reduces nurse fatigue. 7 seconds without cronks or ratchets! 
* Non-binding, self-storing, rigid safety sides. © Fully conductive upholstery and casters. 


MODEL 25-AA ALL-PURPOSE STRETCHER 


Fewer patient movements! 
Time — and nurse-saving! 


Patient moves from emergency to operating room, to bed with 
minimum handling! Priceless nurse-hours are saved while patient 
enjoys the ease of modern “‘reliance’’ equipment. 


(For use in Emergency Rooms, X-ray therapy treatment, minor surgery, examination, etc.) 


© 11 inch hydraulic height adjustment. 
* Conductive rubber tires with single lever, 4-wheel brokes. 
© Available with conductive cover. 


See these models at your authorized dealer or write for brochures—send coupon below 


— > KOENIGKRAMER CO. 
best since 1898 & F. 
AY Dept. H-81, 96 Caldwell Drive, 


Cincinnati 16, Ohio 


F. & F. KOENIGKRAMER CO., Dept. H-81, 96 Caldwell Drive, Cincinnati 16, Ohio 


Please send me: ({ ) No. 41-AA Brochure 
( ) No. 25-AA Brochure 


NAME_ 
ADDRESS_ 


CITY ZONE. STATE 
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Wherever 
salicylate therapy 
is warranted 


BUFFERIN 


brings fast relief and avoids upset stomach 


reduces patients’ complaints 

saves time for nurses and aides 

improves hospital efficiency and economy 
offers exclusive hospital size Bufferin 1000's 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 
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1000 TABLETS 
FOR HOSPITAL US 


BUFFERIN 


ANALG!. 
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firmly! 
Faster 
than pins or 
string! 
You can 


write on it! 


at a 
touch! 


BRAN HOSPITAL AUTOC 
TAPE NO.222 


ve 
ia! 


insist'o 
| “SCOTCH” Is regisiered trademark of 9M Co. 


NP Peels off 


clean — no 
sticky 
residue! 


Dark lines 
tell at a glance 
pack has been 

autoclaved! 


Special inks cannot 
be accidentally 


Nothing on the 


activated by sunlight, 
sterility of radiator heat, 


the contents. 


dry air pocket in 


Mienesora ano company 
-++ WHERE RESEARCH IS THE KEY TO TOMORROW 
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NEW PRODUCT ANNOUNCEMENT 
The Wm. S. Merrell Company | . 

announces the availability of ; 


MER/29 


(brand of triparanol) 


---the first cholesterol-lowering 
agent to inhibit the formation of excess 
cholesterol within the body. 


eeereduces both serum and tissue 
cholesterol levels, irrespective of diet. 


»eenoO demonstrable interference with other 
vital biochemical processes reported to date. 


ee-etoleration and absence of toxicity established 
by 2 years of clinical investigation. 


ee convenient dosage: One 250 mg. capsule daily, 
before breakfast. 


Clinical findings of therapy with MER/29 establish 
it as an aid to patients with hypercholesterolemia and 
conditions thought to be associated with it, such as 


‘coronary artery disease (angina pectoris, 
postmyocardial infarction) 


*generalized atherosclerosis 


supplied in bottles of 30 pearl gray capsules 


for professional literature write to Hospital Department . 


PMerrell\ THE WM. S. MERRELL COMPANY / Cincinnati 15, Ohio 
St. Thomas, Ontario 


Trademark: 'MER/29' 
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from headguanters 


Male volunteers 


Several men have expressed interest 
in providing voluntary help in our 
hospital. Can you suggest possible ac- 
tivities for them? 


Increasingly, hospitals have been 
using the services of male volun- 
teers, and have found that this 
service provides a distinct addition 
to the total volunteer program. 
Hospitals in which male volunteers 
are active have found that these 
men fill a very real need among 
male patients for the company of 
other men. Because the majority of 
the staff and the personnel with 
whom hospital patients have con- 
tact are women, boys and men fre- 
quently express the wish for the 
company of another man who can 
talk of special interests such as 
sports. 

Some of the specific areas in 
which men can give service as 
volunteers might be in the store- 
room or stockroom; in the land- 
scaping or groundskeeping pro- 
gram of the hospital; in escort, 
messenger, or mail delivery serv- 
ice; visiting with male patients; or 
as reception clerks in the emer- 
gency department. With proper 
training, men may be provided an 
opportunity for bedside care as 
orderlies.—GERMAINE FEBROW. 


Merit rating system 


We would like to have information 
on using a merit rating system for 
improving the evaluation of individual 


employee job performance. 


Merit rating systems were origi- 
nated by the Civil Service Com- 
mission, and early evaluation forms 
included ratings on such factors 
as tardiness, neatness, cooperation, 
absenteeism, interest and similar 
factors. The early forms that were 
used to rate employees have been 
revised considerably, but the sys- 
tem is still based on a number of 
objective factors which makes it 
necessary to rate the rater. Many 
supervisors have the tendency to 
rate individuals on nonmeasure- 
able traits in a totally unrealistic 
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manner. By rating the supervisors 
it is possible to identify those who 
have a tendency to rate all em- 
ployees too favorably and those 
who tend consistently to rate em- 
ployees too unfavorably. There- 
fore, for such a system to be ef- 
fective, each rater must be rated 
and the employee evaluation re- 


ports then reviewed and inter- 
preted by an unbiased person. This 
poses an almost insurmountable 
difficulty. 

To date, there seems to be no 
substitute for performance stand- 
ards that are based on a specific 
job and agreed upon by a super- 
visor with the employee filling that 


BARD-PARKER- 


FORMALDEHYDE 


GERMICIDE 


A powerful, time-conserving chem- 
ical disinfectant for use in pre- 
operative preparation of surgical 
instruments. Non-rusting, non-cor- 
rosive, it protects and prolongs the 
useful life of surgical ‘sharps.’ 


Ask your dealer 


B-P INSTRUMENT CON- 
TAINERS —-companion 
items for use with Bard- 
Parker GERMICIDE 


(BP). BARD-PARKER COMPANY, INC. 


DANBURY. CONNECTICUT 
A OIVISION OF BECTON. DICKINSON AND COMPANY 


“4 B-P is a trademark 
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particular job. In other words, a 
form or questionnaire is not a 
really sound approach to employee 
evaluation. A form or question- 
naire cannot take the place of the 
individual performance standard 
that is definitive enough to enable 
measurement. This requires a good 
deal of work on the part of the 
individual supervisor and implies 
the need for a review board. 
Nevertheless, for the present 
time, at least, forms are still used. 
Since merit rating is usually 


done for the purpose of salary in- 
creases, this implies a need for 
rating all individuals who are per- 
forming the same job on a uniform 
questionnaire. The most effective 
way to develop a system for su- 
pervisors to use in evaluating em- 
ployees on similar jobs is for the 
supervisors to meet and discuss the 
factors they feel are most impor- 
tant. If the supervisors can agree 
on the qualifications and factors to 
be rated, it will then be possible 
for them to do a better job of rating 


_,..0ur first consideration in 
building JEWETT Blood Banks 


SAFETY ALARM SYSTEM 


Should the temperature of 
ay the Blood Bank fall or rise 
* dangerously, a bell rings 
» and a light flashes to alert 
hospital personnel. Alarm 
claanl may be installed at a remote location 
if desired. Standard on all cylindrical and 
counter-top models. 


AUTOMATIC DUAL CONTROLS 


Should the temperature 
control that cycles the 
unit fail to open, the sec- 
ond control AUTOMAT- 
ICALLY operates the 
Blood Bank within safe limits until the con- 
trol is made operative again. Standard on all 
cylindrical and counter-top models. 


RECORDER 


7-day, spring-wound re- 
corder gives permanent, 
sas continuous record of blood 
temperatures on 8-inch, 
easy-to-read charts. In the 
event of Guctaction due to power failure, 
etc., pathologist can determine usefulness of 
blood affected. Hospital has accurate record 
to answer technical or legal questions. 
Optional on all cylindrical and counter-top 
models. 


ILLUSTRATED LITERATURE 


. describing many additional features such as adjustable, revolving 
shelves free on request. You will also receive our new brochure showing 
Mortuary, Biological, and Milk Formula Refrigerators, Cracked Ice Bins 
and Autopsy Tables. Specify booklet No. 759B. 


"JE 
MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 


FOR INSTITUTIONS 
Since 1849 
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REFRIGERATOR Co.. INC. 
G LETCHWORTH STREET 
{ BUFFALO 13, NEW YORK’ 


each employee in a more uniform 
and effective manner. 
—E. W. WEIMER 


Chiropodist internship 
Would the establishment of an in- 


ternship for a chiropodist affect the 
accreditation status of our hospital? 


The establishment of an intern- 
ship for chiropodists should have 
no effect on the accreditation status 
of your hospital. | 

The Joint Commission on Ac- 
creditation of Hospitals has ac- 
cepted the principle that chiropo- 
dists may be on the staff of the 
hospital under the jurisdiction of 
the department of surgery. The 
training of interns in this particu- 
lar field would, I believe, be an en- 
hancement rather than a detriment 
to the hospital. 

—J. R. ANDERSON, M.D. 


Conductive floor materials 


Please supply information on prop- 
er flooring for operating rooms. 


Basic standards and tests for 
conductive flooring are contained 
in Standard No. 56, Code for Use 
of Flammable Anesthetics, pub- 
lished by the National Fire Pro- 
tection Association, 60 Battery- 
march Street, Boston (50 cents). 

Flooring products now available 
in conductive form include lino- 
leum, composition flooring, rubber 
and vinyl plastic tile, and conduc- 
tive ceramic tile, to name a few. 
Conductive terrazzo makes a very 
good floor if properly installed. 

The flooring product chosen 
should carry a guarantee that, 
when properly installed, its elec- 
trical characteristics will comply 
with the NFPA code for at least 
five years of continuous service. 

Conductivity of any floor after 
installation depends to a great ex- 
tent on proper maintenance. Only 
a neutral synthetic detergent 
should be used for washing: soaps 
with animal fat leave a film. Only 
warm water should be used, and 
the floor should not be waxed. 
Damp mopping as often as needed 
increases conductivity. The floor 
should be tested frequently (with 
a testing device) to see that proper 
conductivity is being maintained. 

—G. A. WEIDEMIER 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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NEW! 


EASY TO FASTEN 
Handy fastening at 
shoulder — can be fas- 
tened from front—even 
by patient! 


PRESS SHUT 

Gentle Finger pressure 
closes Velcro securely — 
stays closed. 


PEEL OPEN 

The two Velcro surfaces 
separate easily when 
peeled” from the edge. 


STRONG 

Velcro resists strong 
lateral strain—won't 
come open in normal 


NORMAL LAUNDERING 
Washes with other 
laundry—tumble dried— 
flatwork finished 

NOT TO BE PRESSED OR IRONED 


*T. M. Reg. 


UNIFORMS 


1427 Olive St., St. Louis 3, Mo. 

107 W. 48th St., New York 36, N.Y. 

177 N. Michigan Ave., Chicago 1, Ill. 
1900 W. Pico Blivd., Los Angeles 6, Calif. 
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IMPROVED! 


Angelica’s V-Grip' Patient Gown 
with VELCRO’ CLOSURE 


NO TAPES! NO KNOTS! NO. GRIPPERS! 


NEW PATIENT COMFORT 


Patients will enjoy new comfort, in this new gown 
that has no bulky knots or tapes to irritate, chafe or 
annoy. A two square inch patch of Velcro, the amaz- 
ing nylon fastening material, takes the place of 
tapes. The patient feels no bulk—the gown closes 
securely —stays closed with no gap. 


SUPERVISORS APPROVE 
Nurses save time and energy when their patients are 
comfortable and quiet. Angelica “V-Grip” patient 
gowns mean fewer nurse calls, fewer bed and bedding 
adjustments. Velcro never touches patient’s skin when 
closed. It all adds up to more time for nurses, healthful 
rest for patients. 
HOUSEKEEPERS SAVE WORK 

Say goodbye to tape repair and extra trips to the linen 
shelves to replace torn gowns. Because Velcro fasteners 
are flat and stitched on all four sides, they can’t come 
loose. When you buy the tapeless V-Grip gown you 
eliminate the biggest cause of repairs. 

TESTED IN USE 
Angelica “V-Grip” Patient Gowns have been tested in 
actual hospital use. They have been hospital laundered 
repeatedly — mangled —have undergone rigorous trials 
and laundry tests on commercial equipment. 


Ask For A Demonstration Today. You'll be amazed at 
the simplicity and strength of this revolutionary new 
fastening material. A simple demonstration will show 
you how Angelica’s V-Grip can cut dollars from laun- 
dry and repair bills, add to patient comfort, ease work 
load of nurses and housekeepers. Clip the Coupon 
and Send it in Today—For Free Demonstration- 


ANGELICA UNIFORM CO. 
(Address to nearest office) 


1427 Olive St., St. Louis 3, Mo. 
107 W. 48th St., New York 36, N.Y. 


177 N. Michigan Ave., Chicago 1, lil. 
1900 W. Pico Bivd., Los Angeles 6, Calif. 


We're interested! Ask your representative to contact 


us at once to arrange a demonstration of Angelica’'s 
new patient gown with Veicro, the Magic Fastener. 
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Pre-lubricated, anatomi- 
cally correct 2-inch rec- 
tal tube avoids injury 


Check valve regulates 
flow 


4% fl.oz. of precisely 


formulated solution pro- 
vides quick, thorough 
cleansing without pa- 
tient discomfort 


Compact squeeze bottlé 
unit — no loose or mov- 
ing parts 
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EVERYONE 

IS HAPPIER 
WITH 

FLEET ENEMA 


8. FLEET co. INC 
VA 


READY-TO-USE SQUEEZE BOTTLE 
C. B. FLEET CO., INC. Lynchburg, Va. 


because it’s as easy as 1 e 


1. Ready to use . . . no prep- 
aration necessary... just 


2. Easy to administer . . . by 
nurse or patient...takes less 
than a minute... just squeeze 
bottle with one han 


3. Disposable ...simply dis- 
card unit after use... 
eliminates cleanup and 
sterilization 


100 cc. contains: 16 Gm. so- 
dium biphosphate and 6 Gm. 
sodium phosphate in 4%- 
fl.oz. squeeze bottle. Pediatric 
size, 2% fl.oz. Also available: 
Fleet Oil Retention Enema, 
4%4-fl.oz. ready-to-use unit 
containing Mineral Oil U.S.P. 
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Blickman Equipment is the finest 
et it costs no more! 


112” Stainless 
Steel removable 
basin mounted in 

seamless swinging 
ring. 


/ Continuous, stainless / 
/ steel rod guard rail , >— | | 
if welded—not screwed 


| or bolted, around 


J 


4 swivel, 5” ball- 
bearing electrically 


clinched around 


sound-deadened ) y WNon-magnetic 18-8 | 


heavy-gauge steel grade stainless 
‘ sub-sheet. steel, #4 finish . 
12-qt. seamless pail, assure everlasting 

set in 1} 4-gauge good looks and 

stainless steel retainer complete, easy 


shelf, slides under 


carriage when not 
~ invuse, 


— 


Blickman craftsmanship gives you the full bene- quired. Blickman alone delivers them all for added 
fit of stainless steel. Gauges heavy enough for convenience, top performance, sure sanitation 
hard wear. Finishes fine enough for full corro- and decades of durability—yet it costs no more! 
sion resistance and complete asepsis. Rounded For full details on Blickman’s complete line of 
corners ...invisible seamless welds...completely hospital equipment write: S. Blickman, Inc.,3808 
crevice-free surfaces and joints— wherever re- Gregory Avenue, Weehawken, N. J. 


8 Li Cc K Ni A Ne Look for this symbol of quality... 


HOSPITAL EQUIPMENT 
“SOLD THROUGH BLICKMAN AUTHORIZED HOSPITAL EQUIPMENT DEALERS" 


See us at the American Hospital Association Convention in San Francisco, August 29-September 1, Booth 1307 
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WAVERLY 
BALDWIN SOLUTION 
STRETCHER 
FLASK DISTRIBUTOR WHEELED c 
Ji closely to uprights, SASS 
Yf/ | \\, 
A Mf stainless steel 
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| 
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|) 
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conductive rubber / //// 
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TOTAL HOSPITAL WAR 


pHisoHex, is a simple hygienic measure that can help re- 
duce staphylococcal and other infections if adopted by all 
hospital personnel attending patients. Such a hospital 
procedure has “... proved effective in controlling the 
spread of infection....”" Routine washing with pHisoHex 
is suggested not only for surgeons, physicians and nurses, 
but also for nurses’ aids, food handlers and members of 
the housekeeping and laundry staff. Home use by sur- 
geons and nurses augments results still further. 


AGAINST STAPH. 


. Thorough washing with the antiseptic detergent, 


antibacterial 
ae detergent with 3% 
hexachiorophene 


r all personnel with patient contacts 


“,.. the bactericidal effect of pHisoHex can be attributed 
to the efficient deposition of hexachlorophene as a 
semi-permanent film on the skin of frequent users.” 
Hexachlorophene is particularly effective against 
staphylococci.’ 

pHisoHex is a potent antibacterial, hypoallergenic deter- 
gent with “...a surface tension reducent 40% more 
powerful than soap.’ 


1. Benson, Margaret E.: Am. J. Nursing 57:1136, Sept., 1957. 2. sm lie, 
H. G.; Webster, C. U., and Bruce, M. L.: Brit. M. J. 2:606, Oct. 3, 1959. 
3. ayliffe, G. A. J.; Alder, V. G., and Gillespie, W. A.: Lancet 548e, Sept. 


nop LABORATORIES, New York 18, N. Y. 
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St. Mary’s Hospital, Detroit Lakes, 
Minnesota, recognized the importance of expert 
counseling in the selection of furniture — for 
distinctive ideas in interior design. Will Ross, 
Inc. supplied it on a cost-saving purchase 
agreement. This complete hospital service saves 
your valuable time, simplifies ordering and 


A .: OM PLE TR assures modern, functional interiors. Your only 


charge is for equipment and furnishings ! 


PL AN N I N GC Will Ross, Inc. plans, decorates and equips 
your hospital from reception to patient rooms, 
S E RV I C EK staff offices to surgery. And each area 
reflects the sound judgment and experience 
of a hospital specialist. 
: nt Why not discuss your building or remodeling 
sgh By rom ho spital specialists plans with a Will Ross, Inc. planning service 


who know your needs best / representative. There’s no obligation. 


Write for details. 


WILL 


Genera! Offices: Milwovkee 12, Wis. 
Atlanta, Ga. « Baltimore, Md. 
Cohoes, N.Y. « Dallas, Texas 
Minneopolis, Minn. « Ozork, Ala. 


2 
‘ - tam 
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ANOTHER WILL ROSS, INC., CONTRACT INSTALLATION 

St. Mary's Hospital, Detroit Lakes, Minnesota 

Selected for honorable mention by the Catholic Property 
Administration's Committee for 1960 Architectural 
Awards Program. 


Foss and Co., Architects & ~~ “mae Moorhead, 
Minnesota; Fargo, North Dako 


Sisters of St. Benedict 

Reverend Mother Mary John, Prioress 

Sister Mary Bennet, Hospital Administrator 

John W. Larson, Bismarck, N. Dakota, Genera! Contractor 


PRODUCTS YOU CAN TRUST FROM PEOPLE YOU KNOW 
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PHOTO BY PHILLIP D0. GENDREAY 


world-wide evidence favors 
Furoxone for bacterial diarrheas 


In Egypt, Furoxone® effective against shigella 


strains now resistant to other antimicrobials 


Cairo investigators administered FUROXONE for one week to 37 patients with shigellosis, reported 
all 37 clinically cured, 35 free of shigella prior to completion of FUROXONE therapy. 

FUROXONE was tested in light of evidence that shigella strains resistant to sulfonamides, tetra- 
cyclines and chloramphenicol now exist. Observations: “All shigella isolated were sensitive in 
vitro to [ FuRoxonE }”. Clinically, FuROXONE “significantly reduces the duration and severity of 
the diarrhea and effects bacteriological cure . . . . The absence of toxic or side effects gives 
[ FuroxonE ] an advantage not possessed by the other drugs in current use.” 


Musgrave, M. E., and Arm, H. G.: Antibiotic Med. & Clin. Therapy 7:17 (Jan.) 1960. 


FUROXONE LIQUID: a pleasant orange-mint flavored suspension containing FuROXONE 50 mg. per 15 cc., with kaolin 
and pectin @ for patients of all ages (may be mixed with infant formulas, passes through a standard nursing nipple) 
= Supply: bottles of 240 cc. FUROXONE TABLETS: 100 mg., scored, bottles of 20 and 100. 


DOSAGE: should provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily for children. 


THE NITROFURANS —a unique class of antimicrobials EATON LABORATORIES, NORWICH, NEW vonx 
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editorial notes 


overutilization: fact or fiction? 


When I use a word, it means just 
what I choose it to mean—neither 
more nor less. 

Lewis Carroll was not thinking 
of the hospital field when he wrote 
these memorable words, but over- 
utilization is one of those neat 
catchwords that can be freely em- 
ployed in oral or written discussions 
of utilization of hospital facilities. 

The word’s doubtful value lies in 
its readiness to lend itself to the 
purpose of anyone who wants to 
use it. Lacking a precise meaning 
in its application to utilization of 
hospital facilities, it can be made 
to convey many meanings. The 
word can be overutilized, so to 
speak. 

Some attempts have been made 
to establish a definition of over- 
utilization on the basis of hospi- 
tal statistics. The difficulty here is 
that the statistics themselves are 
susceptible, because they are in- 
complete, to differing, and even 
contradictory, interpretations and 
conclusions. Therefore, a definition 
of overutilization based on such 
statistics is not a reliable, working 
definition that can be used in hos- 
pital planning, prepayment rate- 
setting and so forth. 
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In the hearings on a rate increase 
requested last year by the Mary- 
land Blue Shield Plan, physicians 
testified that if the Plan would 
cover outpatient diagnostic serv- 
ices, inpatient admissions in par- 
ticipating hospitals would be re- 
duced. Following the hearings and 
acting on this recommendation, the 
Plan offered such coverage. 

Experience did not confirm the 
physicians’ predictions, however. A 
study of inpatient admissions to 
the participating hospitals, for the 
first year during which coverage of 
outpatient diagnostic services was 
offered by the Plan, disclosed that 
inpatient admissions increased sig- 
nificantly. A report of this study 
appears on page 50 of this Journal. 

Obviously, these findings were 
disconcerting to those who had 
hoped to see a drop in inpatient 
admissions. There are several good 
reasons, however, why an increase 
occurred rather than a decrease. 
One major reason is that the out- 
patient diagnostic services un- 
covered many cases requiring hos- 
pitalization for treatment. 

This is a short-term result, how- 
ever; proponents of outpatient di- 
agnostic services, provided through 
prepayment coverage, as a means of 
reducing hospital utilization, would 


do well to wait until the long-term 
results are known before conceding 
the issue, 

What further beclouds the utili- 
zation picture is the absence of 
national statistics for the hospital 
field which would describe utiliza- 
tion by (1) diagnosis, (2) intensity 
of illness, (3) age groups and (4) 
hospital services. Not only are such 
detailed statistics lacking, but good, 
gross statistics of utilization on a 
national basis are lacking also. 

For example, the most common 
means of measuring utilization, de- 
riving length of stay from the ad- 
missions/patient days ratio, is use- 
ful only in determining utilization 
of short-term, general hospital 
facilities. The formula simply does 
not apply to long-term institutions. 

Obviously, then, more generally 
applicable and accurate indicators 
are needed to determine utilization 
in all U.S. hospitals. The difficulty 
in this area is that the experts do 
not agree about which indicators 
are most useful. They do not even 
agree that all of those now used to 
measure utilization are valid. 

Considering all these factors 
leads to one conclusion: the jury 
cannot render a verdict in the mat- 
ter of hospital utilization because 
the evidence is not all in. 
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A state 
mental health 
commissioner 

tells why 

mental hospitals 
need to be 

back in the ‘main 
stream of medicine’ 


by WILFRED BLOOMBERG, M.D. 


ee THE LAST 15 to 25 years, those 
of us in the field of mental 
health have ceased to operate asy- 
lums and have begun to operate 
hospitals. And we belong not only 
in the association of hospitals, but 
in the main stream of general 
American medicine from which we 
have been alienated for too long. 
Fifty years ago, we were called 
alienists. This wasn’t entirely our 
fault. The public was so afraid of 
the kinds of patients which we 
treated that they put us out in the 
country behind walls. They forgot 
that they were walling in the staff 
at the same time they were wall- 
ing in the patients. Unfortunately, 
the staff also began to forget this. 
Because the staffs were in the com- 
munities, but not of them, they too 
often failed to relate even to the 
communities in which they lived. 


SCALING THE WALLS 


This trend has now been com- 
pletely reversed. Today, staffs 
think of themselves primarily as 
physicians working in hospitals, 
but also as citizens who live in 
communities and have community 
responsibilities. They recognize 
that it is the people in the com- 
munities and the state as a whole 
who are actually responsible for 
the operation of our hospitals. 

State mental hospitals are not 
run by the superintendents or the 
psychiatrists. They are the respon- 
sibility of the state and its citizens. 
The state long ago undertook the 
care of the mentally ill. It hires 
technical experts—the psychia- 
trists—to carry out this job. But 
the responsibility remains with the 
citizens. 

This, of course, has real implica- 
tions. No psychiatrist in a state 
" Wilfred Bloomberg, M.D., is commis- 


sioner of the Connecticut State Depart- 
ment of Mental Health. 


Mental hospitals need to be back in 
the main stream of medicine, the au- 
thor declares. He explains the Con- 
necticut program for improving state 
mental hospitals; this program in- 
cludes relieving mental hospitals of 
medical-surgical procedures, building 
community-based and commaunity-lo- 
eated branches to the state hospitals, 
and initiating the establishment of in- 
patient psychiatric services in general 
hospitals. 


hospital is getting a chance to pro- 
vide as much treatment as he 
knows how to give to the mentally 
ill. We psychiatrists can’t do more 
than we are now doing because the 
citizens of the state have estab- 
lished a level of care which they 
want for our patients. Only a few 
hospital administrators seem very 
excited about the costs of hospital 
care for the physically ill—costs 
which have risen in the last sev- 
eral years until now they are ap- 
proximately $24 to $30 per patient 
per day. At the same time, nobody 
is very disturbed about the fact 
that mentally ill patients are sup- 
posed to be cared for in the fullest 
possible way—medically, surgical- 
ly, and psychiatrically—at $5.67 
per patient per day.* 

In Connecticut, the state pays 
$23-$25 million a year for the care 
and treatment of mentally ill pa- 
tients. 


Our state hospitals are always 
attacked for this total figure. Yet 
there are 9000 patients in our hos- 
pitals on any given day. The $22- 
$23 million is derived from $5.67 
per patient per day, multiplied by 
9000 per day and by 365 days per 
year. 

Mental hospitals need to get back 


*Per diem rate for Connecticut state 
mental hospitals in 1957-58; for 1958-59, 
per diem rate was $6.04. 
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Must there be two 
| 


communities in patient care? 


into the main stream of medicine. 
In Connecticut, we are attempting 
to relate what we do for our men- 
tally ill patients to what is done in 
the general hospitals and by phy- 
sicians in practice. The Board of 
Mental Health, after considerable 
discussion, has approved this as a 
policy and is now trying to put it 
into effect. 

The three aspects of the program 
which are of greatest interest to 


administrators of general hospitals 
are: 

1. In our mental hospitals, we 
are attempting to discontinue med- 
ical-surgical activities. 

2. We believe that we ‘can best 
carry out our job by establishing 
community-based branch hospitals 
in communities now served by 
state hospitals. 

3. We are encouraging, stimu- 
lating and initiating the establish- 


ment of inpatient psychiatric serv- 
ices in general hospitals. 

One basic tenet of our program 
is that mental hospitals must be 
encouraged to use nearby general 
hospitals for needed medical and 
surgical procedures. 

To help implement this princi- 
ple, we have proposed that a high 
level treatment, training and re- 
search center for mental health 
problems be established in New 


INTENSIVE TREATMENT REFERRAL PROGRAM IS A SUCCESS IN GEORGIA 


Physicians from 119 Georgia counties referred 670 
voluntary patients to local health departments for ap- 
proval for general hospital treatment for their mental 
illness during the first 21 months (through Sept. 30, 
1959) of the operation of the Intensive Treatment Pro- 
gram of the Georgia Department of Public Health. The 
health department has purchased services from psy- 
chiatric departments in four general hospitals. Local 
health departments certify to the medical indigency of 
applicants and forward applications to the state office. 
Hospitals admit patients from approved applicants. 

It is anticipated that the state will be divided into 
districts so that patients from any one county will go 
to the nearest hospital. The placing of counties in dis- 
tricts will be determined by population and available 
bed capacity in the hospitals. 

Of the first 538 patients discharged, professional 
opinion indicated that 70 per cent of these (375) 
would have needed to go at that time or later to the 
state hospital if service had not been available. Fol- 
lowing hospitalization 9 per cent (49) of these pa- 
tients were still recommended for hospitalization at 
the state hospital. These figures indicate that the pro- 
gram is succeeding to a considerable degree in its 
goals of (1) providing earlier service for patients so 
that they will not require longer hospitalization, (2) 
providing services closer to home, and (3) offering 
service in a setting that encourages people to think 
of mental illnesses as they think of other illnesses. 

Emphasis of the intensive treatment program is three- 
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fold: (1) services are provided to individuals in need, 
(2) there is encouragement for the development of 
more adequate general hospital psychiatric services, 
and (3) facilities for training of psychiatrists and other 
mental health personnel are enlarged. 

To be medically eligible for this program, a person 
must have the referring physician certify that he (1) 
needs to be in the hospital and (2) will probably 
benefit by several weeks of treatment. A consultant 
psychiatrist must concur in this opinion. This program 
is, of course, a partial and limited service. We need 
to move ahead toward developing programs of ade- 
quate psychiatric appraisal of every person before 
commitment is considered. 

This program should help both in residency level 
training and in continuing education for practicing 
physicians. Encouragement is being given to a more 
effective line of communication between the psychiatrist 
responsible for treatment in the hospital and the re- 
ferring physician. During 1960, regular programs will 
be initiated in which the referring physicians will meet 
with psychiatrists in the hospital—sometimes in hospi- 
tal staff conferences, and sometimes in special meet- 
ings at local medical societies or with local hospital 
staffs. Thus this program can become an effective 
channel for continuing professional development and 
education for physicians and psychiatrists.—Trawick 
H. Stubbs, M.D. Condensed from an article in the 
Journal of the Georgia Medical Association, 49:29 
Jan. 1960. 
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Haven, in relation to the Yale Uni- 
versity School of Medicine. The ag- 
gregate of services offered outpa- 
tients will be an unusually large 
one. It must be planned close 
enough to the Grace-New Haven 
Community Hospital to be con- 
nected to it by a tunnel. Thus, we 
will not need to build an x-ray 
department, laboratory, EEG de- 
partment or an operating room 
into the center. We can, by agree- 
ment, purchase these services from 
the Grace-New Haven Community 
Hospital. We hope that the four 
state hospitals now existing will 
plan to purchase medical and sur- 
gical services from their nearby 
general hospitals. 


RETREAT FROM MEDICINE-SURGERY 

We want to get out of medical- 
surgical activities, and a lot of 
others as well. Psychiatrists have 
complained for years about being 
short-handed. We haven’t time 
enough to take care of our pa- 
tients. Many state hospitals in this 
country operate at the level of one 
physician to 600 or 700 patients. 

Connecticut hospitals are better 
off than that, but we have to count 
a substantial number of residents 
to average about one physician to 
100 or 150 patients. We are always 
short of psychiatrists’ time. Yet we 
have used the psychiatrists to op-. 
erate and administer farms, and to 
handle such matters as an annual 
physical examination for each pa- 
tient. 

Mental hospitals should be re- 
lieved of medical-surgical respon- 
sibility. Psychiatrists do know a 
great deal about medicine and sur- 
gery, but certainly not as much as 
internists, surgeons and other spe- 
ialists in general hospitals. 


AIDES FOR ‘SPECIALING’ 


Patients in mental hospitals who 
need surgery or definitive medical 
care beyond the competence of the 
hospitals to administer it should be 
transferred to nearby general hos- 
pitals. If necessary, trained aides 
or even nurses could accompany 
patients to take care of psychiatric 
problems. 

Considerable money can be saved 
by not building general hospitals 
on the grounds of mental institu- 
tions. This money could be used 
to employ additional aides for the 
exclusive purpose of accompany- 
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ing disturbed patients to general 
hospitals and “specialing” them 24 
hours a day and still result in a 
substantial saving. 

We also hope to take our hos- 
pitals out of the bakery business 
soon. Our hospitals have been bak- 
ing their own bread, and doing it 
very well. We are now going to 
build bakeries on our grounds, but 
turn them over to a purchasing 
agent or some other state agency 
to operate. Hospital superintend- 
ents should not have to worry 
about whether the price of yeast 
is rising or not. 


NEEDED: BRANCH HOSPITALS 


The second policy in our pro- 
gram is to establish branch hospi- 
tals. Patients with mental illness— 
just as patients with physical ill- 
ness—can be cared for better in 
the community where they live 
than in a distant place, whether 
that place is 40 or 14 miles distant. 
Hospitalization for mental illness 
should be an incident in the total 
over-all program for prevention, 
care and treatment of mental ill- 
ness. In physical, medical and sur- 
gical illnesses, a patient is or- 
dinarily seen in the physician’s 
office. He is seen at home if he is 
bedridden. He is usually not hos- 
pitalized unless he needs specific 
and complicated treatment proce- 
dures that cannot be carried on 
outside a hospital, or unless he is 
so sick that he needs hospital care, 
including nursing. 

There is no reason whatever 
why a patient with mental illness 
shouldn’t be treated in the same 
way. This could be in an outpatient 
department, a private psychia- 
trist’s office, or a hospital. Every 
attempt should be made to keep 
this hospitalization as brief as pos- 
sible, and the patient should be 
sent back to the outpatient or phy- 
sician’s office for follow-up care. 

This type of treatment can be 
provided effectively only if the 
mental hospital is in the commu- 
nity it serves. Branch hospitals 
should be related to the general 
hospitals in the community, so that 
the branch hospitals can purchase 
medical, surgical and laboratory 
services. By making them branches 
of the parent hospital, any tend- 
ency to let the parent hospital be- 
come the dumping ground for in- 
curables is avoided. 


We now have 9000 patients in 
Connecticut’s mental hospitals. We 
do not propose to neglect them nor 
to give them anything less than the 
best care and treatment. But the 
next 9000 patients who will be 
candidates for hospitalization are 
another concern. If we have branch 
hospitals operating as a community 
resource in relation to the general 
hospitals, we should be able to cut 
down the incidence of “chronicity” 
in mental illness to a remarkable 
degree. 

Probably mental illness is more 
nearly reversible than most of the 
so-called chronic long-term physi- 
cal illnesses. Surgeons are content 
to stop progress in some cancers. 
They would like to cure them all, 
but they can’t. Internists have not 
yet discovered how to replace dam- 
aged cells in the liver or a kidney— 
they are content to arrest progress. 
But in the field of mental illness, 
a great many recovered patients 
reverse the process so completely 
that no trace of injury or illness 
remains. 

Mental illness is reversible. Men- 
tal disease is recoverable. Mental 
illness is curable. With communi- 
ty-based branch hospitals, we will 
have a better chance of curing and 
reversing the process in a higher 
percentage of patients. 

Connecticut, which has more 
than 4800 hospital admissions per 
year, lends itself extremely well to 
this kind of program. We take in 
4800 new admissions a year, but 
since we are not asking for more 
buildings, we clearly must be dis- 
charging about 4800 patients each 
year. And if we are discharging 
them, they are curable. Of the 4800 
patients admitted last year to our 
three large hospitals, 75 per cent 
came from the 10 urban groups in 
the state that are centered around 
towns with populations of 25,000 
or more. Forty-five per cent came 
from the four largest urban areas. 

By placing a branch hospital in 
any of these four large population 
centers, we can treat mental ill- 
ness as an acute disease at the place 
in which it arises. We can make 
use of community resources and 
offer outpatient and day care serv- 
ices that will serve the citizens 
more effectively than they are now 
being served. This will be expen- 
sive, but it will be worth the cost. 

Finally, administrators in gen- 


HOSPITALS, J.A.H.A. 


eral hospitals must recognize the 
problem of developing inpatient 
services for psychiatric patients in 
their hospitals. If a general hospi- 
tal doesn’t have an inpatient serv- 
ice, then one need not question 
where the patients with psychiat- 
ric disorders go in that community. 
The true question is: what are 
they called in that hospital when 
they are admitted? There isn’t any 
general hospital that hasn’t a con- 
siderable portion of patients whose 
disorders are primarily emotional. 
Some may be called neuroses. If 
the physician is a thorough-going 
psychosomaticist, some cases may 
be called chronic bronchial asthma, 
but these are psychiatric patients. 

Should the administrators of 
general hospitals recognize this 
and set up separate units? Some 
competent administrators have 
suggested that administrators 
should recognize this and agree to 
accept patients with psychiatric 
diagnoses and psychiatric prob- 
lems, but should not set up a sepa- 
rate unit for them. They say that 
these patients should be conscious- 
ly and deliberately distributed 
among the medical and surgical 
wards, and that staff facilities 
should be set up to deal with their 
problems realistically. 


Whether hospital segregation or 
integration is better for these pa- 
tients still has to be definitely de- 
termined. But is it certain that the 
general hospital is not serving the 
community completely unless it is 
prepared to treat the whole pa- 
tient. This means treating the emo- 
tional and psychiatric disturbances 
from which patients suffer— 
whether they occur by themselves 
or in conjunction with physical 
disorders. 

PSYCHIATRIC INPATIENT SERVICE 

A psychiatric inpatient service 
clearly meets a need that all of us 
recognize—the need to care for a 
postoperative delirium or a post- 
partum delirium. Fortunately, we 
don’t often have to deal with a 
postpneumonia delirium any more. 
After an intricate operation, a pa- 
tient may be tided over for two or 
three days in a postoperative or 
anesthetic type of delirium. Most 
surgeons would prefer to keep 
these patients in the hospital, 
where they can watch the progress 
of surgical repair and its re- 
covery rather than to transfer them 
to a psychiatric hospital. 

Clearly, there is a need for the 
psychiatric inpatient service to 
handle this kind of problem. But 


there is an equal need for psychiat- 
ric service to meet other needs. 
“Service” doesn’t necessarily mean 
a certain number of beds. It must 
be a point of view. People with a 
primary interest in emotional dis- 
orders and psychiatry should be 
added to the general hospital staff 
as members of the group of physi- 
cians. They would deal not only 
with the frank delirium, not only 
with the neurosis, but also with the 
emotional effect which physical 
illness has on almost every patient. 

Every patient who has just suf- 
fered a coronary, for example, has 
some emotional disturbance. Ex- 
perience in the psychiatric service 
of a general hospital shows that 
some preoperative patients actual- 
ly don’t need operations. Some- 
times when they do need opera- 
tions for a clearly visible disorder, 
they recover more calmly and with 
a less turbulent convalescence than 
was expected on the basis of their 
past experience or prior evaluation 
by another physician. 

For these reasons, administra- 
tors of general hospitals should 
recognize the need to establish a 
realistic service instead of letting 
the patients be admitted else- 
where. s 


Hospital-operated 
railroad 


The complexity of hospital operation 


demands an administrator of many tal- 
ents. To the traditional long list of fields 
in which he needs background and train- 
ing, the superintendent of Saint Elizabeths 
Hospital in Washington, D.C., must add 
another—railroad management. Winfred 
Overholser, M.D., is responsible for the 
operation of a mile-long railroad between 
a Baltimore & Ohio siding and the hos- 
pital’s power plant, which uses 30,000 
tons of coal each year. ad 


“OLD No. 4" steam engine is used on a mile-long 
railroad for the transport of coal between a Balti- 
more & Ohio siding and the power plant of Saint 
Elizabeths Hospital, Washington, D.C. 
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_ ROCHESTER (N.Y.) INSTITUTIONS 
_ ANNOUNCE AFFILIATION 


Rochester institutions. have approved a proposal which will afford 
new benefits to aged citizens, the chronically ill and long-term 
fecuperative patients. 


Hospital’s Northside Division will provide care for acutely ill resi- 
S dents of the new St. Ann’s Home, now under construction adjacent 
. to the hospital. The hospital will make available to the medical staff 
. of St. Ann‘s the special facilities of its clinical laboratories, x-ray 
= department, and other services for the performance of tests and 
: procedures. The established hospital fees for such services will be 
é charged to the patient, with St. Ann’s Home guaranteeing payment 
- to the hospital. Since its founding in 1906, St. Ann’‘s has been a 
_ residence for aged men and women. Over the years it has ex- 
panded its program to provide nursing service under medical 
supervision. 


3 will be designated for nursing care patients, and 138 for the aged. 


, on the staff of Rochester.General Hospital, and General will pro- 

_ yide administrative consuliation, including services of the heads of 
its departments. There also will be provisicn for the exchange of 

i f: technicians and other personnel on educational assignments, and 
= the hospital will make available its administrative systems, methods 
and forms to St. Ann‘s at rates established by the hospital for such 
services. 


- for chronic illness, or whe may tequire a long period of nursing 
care for recuperation from serious illness of injury, may be referred 
_ to St. Ann's for admission in accord with the customary procedure 
of the home. 


2 Rochester area between two voluntary, nonprofit institutions. ba 
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HOSPITAL-NURSING 


of four years’ experience 


by MARY Ff. McKEEVER, and |. J. FLANCE, M.D. 


Rochester, New 
York—The boards 
of trustees of two 


Under the terms of an affiliation agreement, Rochester General 


The new St. Ann’s will have a capacity of 354 beds, 216 of which 


The medical director of St. Ann’s may apply for an appointment 


Patients of Rochester General Hospital who may require care 


lt is believed that this is the first affiliation of such scope in the 


OME LIAISON 


HEN THE HOME CARE program 

was initiated by the Jewish 
Hospital of St. Louis in June 1953, 
one requirement for eligibility was 
that the patient must have a home 
in which he could be cared for— 
either his own or with a relative. 
It eventually became evident, how- 
ever, that there were some home- 
less patients who could benefit 
from home care services, To do 
this, they needed to live in the 
community in a somewhat protec- 
tive environment. These were pa- 
tients who were fairly self-suffi- 
cient but who needed a room, 
prepared meals, and some supervi- 
sion in such areas as maintaining 
personal care and taking medica- 
tions. 


THE FOSTER HOME PHASE 


Accordingly, in March 1956, our 
home care program was expanded 
to include acceptance of certain 
patients who could be appropriate- 
ly placed in foster homes. This 
change in policy necessitated find- 
ing and carefully evaluating suita- 
ble foster homes. The first foster 
homes were located through a 
newspaper ad. Subsequent homes 
have become available as people 
hear about the home care program; 
they call us to state their interest 
in opening their homes for these 
patients. Suitability of the homes 
is decided jointly by the medical 
director of home care and the 
caseworker, who have both talked 
with the interested parties and 
visited the prospective homes. 

Shortly after this phase of the 
program developed, it became ap- 
parent that there was another 
group of patients who could be 
served effectively by home care. 
For them, nursing home placement 
had to be worked out. These pa- 
tients fitted into two main cate- 
gories—those requiring constant 
nursing care but not intensive 
medical treatment, and those need- 


Mary F. McKeever is the director of 
social service at the Jewish Hospital of St. 
Louis and I. J. Flance, M.D., is director of 
the home care department. 


HOSPITALS, J.A.H.A. 


? 
PA 
; 
H 
2 
4 
| 
J 


Close and effective liaison can be 
feasibly established between hospitals 
and nursing homes or foster homes, 
the author states. As part of its home 
care program, one hospital recom- 
mends that selected patients be placed 
in nursing or foster homes; the author 
describes the many patient benefits 
resulting from this liaison. 


ing custodial care because of se- 
nility and disorientation. Since 
May 1956, therefore, a number of 
patients of these two types, who 
had no homes or who could not 
be effectively coped with at home, 
have been placed in a nursing 
home under the medical supervi- 
sion of the home care program. 

One nursing home (to be re- 
ferred to hereafter as the Smith 
Nursing Home) was selected to 
initiate this demonstration. There 
were two basic reasons for this 
choice—the home was close to the 
hospital and it had kosher food 
available. It was never intended 
that only one nursing home would 
be used in this phase of the pro- 
gram. Other nursing homes in the 
vicinity of the hospital have also 
been utilized. However, in in- 
stances where home care was be- 
ing considered, most patients and/ 
or their families have chosen the 
Smith home in preference to other 
nursing homes. 


LIAISON OF HOSPITAL AND HOME 


For more than four years, a close 
liaison has existed between the 
Jewish Hospital (through home 
care) and this nursing home. Be- 
cause of the close medical super- 
vision of home care patients by the 
home care physician, there is di- 
rect knowledge of the kind of at- 
tention the patients receive. This 
supervision means that certain 
standards of care for these patients 
can be insisted upon. 

Because the home care program 
takes total responsibility for pro- 
viding whatever services the 
patient requires (consultations, 
medications, supplies, casework, 
physical therapy, occupational 
therapy), these patients are pre- 
ferred by the Smith Home. For this 
same reason, the nursing home is 
willing to negotiate on special 
rates. For example, their rate for 
a ward bed on the first floor is $200 
per month. The home care program 
may request that a patient be 
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placed on the first floor rather 
than on the third (where the dis- 
oriented patients are), and the rate 
agreement is $175 per month. 

In May 1958, budget limitations 
made it necessary to discontinue 
financial supplementation by the 
home care program for patients 
who could not afford to pay the 
rate. The owner of the Smith home 
volunteered to lower all rates to 
$150 per month for the group of 
patients affected (most of these 
were bed patients). This offer was 
accepted and no patients had to 
be moved. 

At times, a newly admitted se- 
nile patient may be upset, dis- 
turbed and noisy. Instead of asking 
for the withdrawal of such a pa- 
tient (as most nursing homes 
would), the Smith home places the 
patient in a private room. He re- 
mains there at ward rate until an 
attempt can be made to stabilize 
him through effective medication. 


AN EFFECTIVE CONTROL 


Several nursing homes in the 
area have expressed a desire to 
have closer liaison with the Jewish 
Hospital. However, selectivity is 
most important in considering such 
a step, since there is always the 
risk of affiliating with nursing 
homes of poor caliber. 

The experience which the home 
care program has had with patients 
at the Smith Nursing Home has 
been a positive one. Furthermore, 
it is probable that the same satis- 
factory liaison between the pro- 
gram and any other acceptable 
nursing home in the vicinity could 
be worked out. Whether there 
would be the same possibility for 
establishing effective controls with- 
out home care is doubtful. 

For example, in cases where 
home care is not being considered, 
the social service department re- 
fers many patients to the Smith 
home and to other nursing homes 
in the area. These may be patients 
under the supervision of a private 
physician or our clinic. In these 
instances, patients express dissatis- 
faction with certain phases of care 
more frequently than do the home 
care patients and/or their fami- 
lies. This occurs despite the fact 
that the same careful attempt in 
planning is made in both types of 
referrals. 

The key to an effective hospital- 


nursing home liaison, then, seems 
to be having a physician officially 
with the hospital or a program 
sponsored by the hospital. 


PROPOSED: A FURTHER LIAISON 


Another means is being explored 
for effecting positive liaison be- 
tween the hospital and nursing 
homes with good standards. The 
present lack of appropriate meth- 
ods for handling long term care of 
the chronically ill and the physi- 
cally disabled is a matter of con- 
cern. For example, it would fre- 
quently be preferable for patients 
who have derived maximum bene- 
fit from the hospital’s rehabilita- 
tion program (for the time being 
at least), to have a transitional 
period in a nursing home before 
going back to their own homes. 
Often a nursing home plan is not 
financially possible. 

In other instances, the nursing 
homes do not know how to cope 
with this type of nursing problem. 
For nursing homes which do try 
to provide care for such patients, 
consultative services by the hos- 
pital, on a fee basis, could be of 
great benefit. 

Probably a minimum of effort 
and time expended on each nurs- 
ing home could very much improve 
the caliber of care which these 
patients receive. We visualize be- 
ing able to provide the services 
of such consultants from the hos- 
pital’s rehabilitation program as 
the physiatrist, physical and oc- 
cupational therapists, caseworker 
and activities of daily living nurse. 
They would consult with nursing 
home personnel, on request, on 
an inservice training basis. Some 
nursing home operators have al- 
ready expressed interest in this 
plan and have been eager to learn 
of up-to-date, effective methods 
for helping these patients. 

Between the nursing home and 
the home care program, an effec- 
tive relationship has existed; this 
is also true of the experience with 
foster homes during the past four 
years. The one difference is that 
a number of foster homes, rather 
than one home, have been con- 
sistently involved. The persons es- 
tablishing most foster homes have 
been willing and able to meet the 
required standards. A few homes 
have not worked out well; they 

(Continued on page 104) 
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by EMILY STEBBINS 


MATERNITY 


IN Chicago re- 
cently told the true story of 
good medical and hospital care for 
maternity patients through an un- 


usual radio documentary series. 


The series of interviews titled 
“Unto Her a Child Is Born,” was 
conducted by Martha Crane, the 


Emily Stebbins is director of public re- 
Evanston (Ill.) Hospital Associa- 
on. 


RADIO 
SERIES 


women’s editor of WLS, a Chicago 
radio station. 

Miss Crane, who has conducted 
a daily homemaker’s show on the 
radio for the past 30 years, con- 
ceived the idea for the series. Her 
belief was that “Everybody is in- 
terested in babies—grandparents 
along with young people.” She 
also thought that the public should 
be given accurate information 
about medical and hospital care. 


The unfavorable reports of poor 
medical or hospital care which 
she had read in certain national 
magazines seemed to describe iso- 
lated cases. Miss Crane hoped that 
this series would inform and re- 
assure the public about the fine 
medical and hospital care which 
is generally available. 


EXPERT MEDICAL COLLABORATION 
When her idea was presented to 
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RADIO LISTENERS follow the birth of Kim- 
berly as Martha Crane, radio women’s edi- 
tor, interviews Walter Doren in the father’s 
room. 

the American College of Obstetri- 
cians and Gynecologists, the Col- 
lege decided to cooperate in the 
series—its first venture of this 
type. David N. Danforth, M.D., 
chairman of the department of ob- 
stetrics and gynecology at Evans- 
ton Hospital, and George H. 
Gardner, M.D., chairman of the 
department of obstetrics and gyne- 
cology at Northwestern University 
Medical School, were named repre- 
sentatives of the College. They 
were to supervise the medical as- 
pects of the series. 


because the child was to be born 
at Evanston (Ill.) Hospital, where 
the mother and baby would have 
the rooming-in plan of hospital 
care. 
A VARIETY OF TOPICS 
Topics chosen for discussion by 
the mother-to-be, the women’s 
editor and the guest obstetricians 
focused on the physical and psy- 
chological adjustments required of 
the expectant mother. Opening 
with the “History of Maternity 
Care,” the weekly program sub- 
sequently dealt with the “First 
Visit to the Doctor,” “What Sex 
Will My Baby Be?”, “Growth and 
Development of the Fetus,” “Exer- 


How does a teaching hospital operate? Radio audiences in Pitts- 
burgh have been hearing the story of Mercy Hospital told in a series 


of interviews 


on ‘Program P.M.,"‘ an evening music-news-interview 


program on station KDKA-Radio. So far, chairmen of various de- 


partments in the hospital have 


PITTSBURGH RADIO SERIES reported on the pharmacy school 
DESCRIBES MERCY HOSPITAL ond the science of pharmacy, 


the nursing school and the field 


of nursing today, and the teaching and practice of medical social 
service. Other scheduled interviews will discuss the successful anti- 
infection program at Mercy Hospital, the record library and out- 


patient department. 


afternoon and broadcast over the air at later dates. 


One of the primary purposes of 
the program was to provide listen- 
ers with accurate information from 
authorities in the medical field. 
Therefore, Dr. Danforth and Dr. 
Gardner enlisted the help of mem- 
bers of the departments of obstet- 
rics and gynecology at Northwest- 
ern University Medical School, the 
College of Medicine at the Uni- 
versity of Illinois, Stritch School 
of Medicine at Loyola University 
and the College of Medicine at the 
University of Chicago. A repre- 
sentative of the Chicago Maternity 
Center also cooperated with the 
program. | 

The mother-to-be, Barbara Dor- 
en, was chosen for the series be- 
cause she was a normal young 
woman having her first baby and 


BARBARA DOREN poses with one-day-old 
Kimberly at the window of the nursery ad- 
joining her hospital room. 
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Interivews are taped at the station in the 


cise during Pregnancy,’ ‘‘Nu- 
trition and Weight Control,”’ 
“Emotional Problems during Preg- 
nancy,” “When Shall I Go to the 
Hospital?” and “Pain Relief in 
Labor.” The completely “normal” 
progression which the mother-to- 
be made through pregnancy and 
the delivery of the baby illustrated 
well the comments and informa- 
tion offered by the physicians. 

The program also considered 
some of the planning and prepara- 
tion which expectant parents must 
make for accommodating a new 
infant in their household. Discus- 
sions were included by authorities 
in nonmedical fields on such topics 
as “What to Wear During Preg- 
nancy,” “The Layette” and “Select- 
ing Nursery Furniture.” 

One session was devoted to the 
maternity department of the hos- 
pital. It examined visitors’ rules, 


care given patients and the room- 
ing-in plan vs. the general nursery 
for newborns. 

The six-month series was cli- 
maxed by an exciting on-the-scene 
account of the birth of baby Kim- 
berly, as relayed to the radio edi- 
tor from the labor and delivery 
room by the new father, Walter 
Doren, Because Mr. Doren was a 
medical student, he was able to 
present medical aspects of the de- 
livery. 

The realistic, yet inspiring, story 
of the mother’s pregnancy and the 
birth of her first baby touched 
listeners throughout the Midwest. 
Many sent cards and letters of 
congratulation to the hospital and 
the radio station. 


EVALUATION BY OBSTETRICIANS 


In evaluating the series, the 
participating obstetricians made 
such complimentary remarks as, 
“This first effort of the College to 
provide obstetrical information to 
the public by radio was definitely 
superb.” 

Another obstetrician wrote, ““The 
radio program in which I partici- 
pated served a most useful pur- 
pose. I have heard from many 
patients, and they have been 
unanimous in their praise. I am 
sure that audience acceptance was 
much greater than any of us can 
appreciate.” 

In another evaluation of the 
series, an obstetrician stated, “I 
am confident that those who heard 
the program profited by gaining 
information, reassurance and the 
ability to evaluate the quality of 
their own obstetrical care. These, 
I believe, were the primary objec- 
tives of the program.” 

The success of programs of this 
type depends not only on the care- 
ful selection of participants and 
discussion topics, but also in large 
measure on the individual who 
conducts the interviews. An inter- 
viewer must use skill to lead, 
rather than to dominate, the pro- 
gram, and must be able to create 
a relaxed atmosphere. 

This project demonstrated that 
physicians working with a skilled 
interviewer on a carefully planned 
series of programs can be one of 
the most effective means hospitals 
and the field of medicine can use 
to tell a true story—a story which 
the public wants to hear. s 
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THE PRICE OF MEDICAL EDUCATION: 


by OLIVER G. PRATT and 
LAWRENCE A. HILL 


HE COSTs of medical education 

to the hospital is a challenging 
subject and one which demands 
some hard, objective thinking. Im- 
plied in this subject is a public 
criticism (actual or potential) that 
education costs are borne by hos- 
pitals and inevitably passed on, 
for the most part, in the bill to 
the patient. 


GENERAL PROBLEM 


Before quoting dollar figures, it 
is necessary to define terms. What 
do we mean by the cost of medical 
education? In a somewhat limited 
sense, it means the dollars spent 
by hospitals to finance an intern 
and resident program. To be even 
more specific, the term “hospitals” 
must be defined for our purposes. 
In general, three types of hospitals 
train interns and residents: gov- 
ernment hospitals, medical school 
affiliated hospitals, and nonaffili- 
ated, nongovernment, voluntary 
nonprofit hospitals. 

Government hospitals are tax 
financed, and the patient's bill is 
often prepaid by tax funds. There- 
fore, medical education costs sel- 
dom impose a hardship on anyone 
other than the taxpaying public, 


Oliver G. Pratt is executive director and 
Lawrence A. Hill is administrative assist- 


In their discussion of the costs of 
medical education, the authors use 
actual figures from a large teaching 
hospital to show the extent of these 
costs and what they mean in terms of 
charges to patients. They also discuss 
how medical education costs are to be 
covered and stress the importance of 
explaining these costs to the public. 


and they are unaware of it. Edu- 
cational costs in a university or 
medical school affiliated hospital 
should logically be nonobjection- 
able because graduate as well as 
undergraduate education, is a pri- 
mary objective of such hospitals. 
However, these hospitals bear their 
full share of criticism for costs 
incurred in training interns and 
residents. 

In the private nonaffiliated hos- 
pital, patient care is the main con- 
cern and education is secondary, 
though it does undoubtedly con- 
tribute to patient care. Criticism 
may be leveled at these hospitals 
for costs incurred in maintaining 
a house staff. We are convinced that 
such criticism is not justified. This 
article will be confined to the prob- 
lem within the voluntary hospital, 
although it may apply equally to 
the medical school affiliated hos- 
pital. 

The private hospital could avoid 
criticism completely by dropping 
its educational program. It cannot 
do this for a significant reason: 
the medical profession and the 


ground. Last year 853 nongovern- 
ment hospitals offered approved 
internships. Only 190 of them were 
affiliated with medical schools, 663 
were not. The 190 medical school 
hospitals filled 3690 positions, the 
663 nonaffiliated hospitals filled 
6363. From a total of 31,818 resi- 
dencies offered by all hospitals, 
15,518 were offered by nonaffiliated 
private hospitals and 13,035 were 
filled. 

More than one-half of all phy- 
sicians receive their graduate med- 
ical training in the private non- 
affiliated hospital. This signifies an 
obligation which the private hos- 
pital cannot avoid if it is to main- 
tain its proper role in protecting 
the public’s health. Medical educa- 
tion costs cannot be avoided. 


WHAT DOES IT COST? 


What do these costs amount to 
in dollars and how is the money 
spent? What is received in return? 

It is impossible, because of a 
lack of uniformity in record keep- 
ing, to gather reliable data for 
generalizations. Therefore, cost fig- 
ures must be limited to the Rhode 
Island Hospital, a privately-owned 
nonaffiliated 680-bed general hos- 
pital. The hospital’s census aver- 
ages 70 per cent private patients 
and 30 per cent ward service pa- 
tients. Actual costs have been 
broken down in terms of charges 
to patients and an attempt made 
to allocate charges into one of two 


- of Rhode Island Hospital, Providence, 


public depend on it as a training categories: (1) Charges for medi- 
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Direct Cost (Stipends) $141,428 
Overhead: 
Administration $23,113 
(Salary of Director of Medical Educ., 
his secretary, general office expense) 
Housekeeping 3,170 
Plant (heat, light, etc.) 2,889 
Repairs 2,405 
Maintenance of personnel 56,470 
(Blue Cross, hospitalization for family, 
laundry uniforms, depreciation- 
dormitory ) 
Cafeteria meals 63,842 $151,889 
$293,327 


Table 1—Expense Statement 


A dissection of one hospita [’s expend itures 


Total allocated to outpatient services: 
Outside training (travel, tuition, etc.): 
Grand total: 


$33,423 
63,601 
43,175 $140,199 
67,737 
44,911 
5,379 
12,192 $130,219 
$270,418 
$ 8,172 
7,991 
430 
$ 16,593 
6,316 
$293,327 


cal services rendered to the pa- 
tient; and (2) Charges for more 
general educational purposes. 

The house staff last year (all fig- 
ures are based on an audit report 
and a detailed cost analysis of the 
year ended Sept. 30, 1959)* num- 
bered 82; 20 interns and 62 resi- 
dents. The total dollar cost incurred 


*This report was by Scovell-Wellington 
& Company of Boston, Mass., for the Rhode 
Island Joint Hospital-Blue Cross Commit- 
tee. It includes an analysis of total costs 
and cost per patient day by class of 
patient. 
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by house staff was $293,327. Pre- 
sented as a total figure these costs 
mean little. Meanings begin to 
emerge when the costs are broken 
down in various ways or presented 
in the form of tables. For example, 
the cost per house officer per year 
is determined by dividing total 
cost by number of house officers: 
$293,327 divided by 82 (number of 
house officers) comes to $3577 per 
house officer per year. 

Table 1, above, shows how this 


Table 2—Cost by Clinical Area 


money is spent by the hospital. A 
more meaningful breakdown allo- 
cates costs according to the activity 
(or clinical area) in which the 
house officer spends his time.* (See 
table 2.) 


PATIENTS BEAR THE COSTS 


It is obvious that a large per- 
centage of the cost is incurred (and 
properly so) in activities in which 
house officers are caring for pa- 
tients. In other words, patients 
bearing these costs are paying for 
the medical service they receive. 
The per patient day cost and the 
per outpatient visit cost is easily 
determined without any attempt 
to show in detail cost per service, 
i.e., laboratory, x-ray, etc. It must 
be stressed that these figures hold 
true for this hospital only and can- 
not be used as any sort of formula: 
The per patient day or per visit 

*The auditors received from the director 

medical education a carefully done 
study of the time spent in the various 
clinical areas by each house officer. The 
auditors then allocated costs to the vari- 
ous clinical areas on the basis of intern 


and resident hours actually spent in each 
area. 


Lawrence A. Hill, co-author of 
this paper, discusses another as- 
pect of medical education in his 
article on “Educating the Physi- 
cian for Medical Staff Responsi- 
bilities” beginning on page 54 
of this issue. 


| inpatient Services: | 
Bed Patients: | 
Private 
Semiprivate | 
Ward 
O.R. and anesthesia | 
Laboratory | 
X-Ray 
EKG and cardiology 
Total allocated to inpatients 
Outpatient Services: 
Clinics 
Accident room 
Ambulance 
45 
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cost of house staff depends almost 
entirely on the ratio of house offi- 
cers to the number of patient days 
or patient visits. We would expect 
a hospital with more house officers 
and fewer patient days to show a 
higher per patient day cost for 
house staff. 

Table 3 shows: the traditional 
breakdown per unit of patient care. 
Such a breakdown is rather in- 
accurate, however, because not all 
patients use the operating room 
and anesthesia or x-ray. Tables 4 
and 5, allocating house staff costs 
according to the type of service 
rendered, present a more exact pic- 
ture. Costs are divided into units 
of patient services to show the 
cost to the patient per unit of 
service rendered. (Cardiology ex- 
pense has been divided among bed 
patients of all categories, outpa- 
tients and operating room.)* Fur- 
ther deductions can be made based 
on this kind of breakdown, allo- 
cating costs either to bona fide 
service charges or to those areas 
properly applicable to education. 


ALLOCATION OF COSTS 


1. Medical care of ward service 
bed patients is the responsibility 
of the house staff. These patients 
are charged only 76 cents per day 
for physician services. Whether the 
patient himself pays the hospital 
bill, or whether it is handled by 
Blue Cross or a welfare agency, it 
seems a bargain. A cost of 76 cents 
(or on an average 10-day stay, 
$7.60) for these services is cer- 
tainly well below their value. It 
would be incorrect to consider any 
part of this cost as a purely educa- 
tional cost. 

2. A different situation exists 
with private and semiprivate pa- 
tients. At Rhode Island Hospital, 
a semi-private patient is admitted 
(by a visiting physician) to a mul- 
tiple bed room, so for practical 
purposes he is a private patient. 
Even though a considerable amount 
of service is rendered to private 
patients by the house staff, it is 
questionable whether this service 
really benefits the private patient 
or whether it is the private phy- 
sician who benefits. If the house 
officer were not to give physical 

*At present, cardiac catheterization is 
done in the operating room at Rhode 
Island Hospital. Cardiology residents also 


consult with medical service and operate 
cardiac clinics. 


46 


Cost per patient day — Inpatient costs — $270,418 — $1.37 per patient day 


Number of 


patient days 


196,924 


Cost per outpatient visit — Outpatient cost — $16,593 — $.20 per visit 


Number of ovt- 


82,500 


patient visits 


Table 3—Cost Per Unit of Patient Service 


1. Operating Room cost 
& anesthesia Number of operations 
2. Laboratories cost 
Number of lab pro- 
cedures 
3. X-ray cost 
Number of x-rays 
4. Clinic cost 
Number of visits 
5. Accident room cost 
Number of visits 
6. Ambuiance cost 
Number of trips 


= $ 71,737 = $5.46 per operation 


13,150 
= 44911= .11 per lab 
416,700 procedure 
= 5,379 — «.13 per x-ray 
42,400 
= 8,172 — .16 per visit 
50,000 
= 7,991 —  .25 per visit 
32,000 
430 — .06 per trip 
7,000 


Table 4—Cost Per Unit of Ancillary Service 


Bed Patients: 
1. Private (single rates) cost = $35,423 — $.75 per pt. 
Number of pt. days 47,153 day 
2. Semiprivate cost = 67,293 — .75 per pt. 
Number of pt. days 89,372 day 
3. Ward cost = 45,675 — .76 per pt. 
Number of pt. days 60,399 day 


Table 5—Per Patient Day Costs—Bed Patients Less Ancillary Services 


examinations and take histories, 
the visiting physician would have 
to do this. Relieving the private 
physician of this work enables 
him either to care for more pa- 
tients or to increase his teaching 
activities. In either case it is the 
private physician who benefits, and 
the cost to the private patient 
would not seem to be a proper 
service charge. It is, in part, his 
contribution to education. Because 
there seems to be no defensible 
method for dividing this cost be- 
tween service and education, all 
costs allocated to private and semi- 
private bed patients will be con- 
sidered educational costs—although 
the patient undoubtedly benefits 
and receives some service. 

3. Every patient undergoing 
surgery pays $5.46 for house offi- 
cers’ services. Because one resident 


actually performs the procedure 
and another administers the anes- 
thesia for ward service cases, these 
charges obviously are extremely 
low, and can be applied with no 
reservations to personal services 
to the patient. Again, however, the 
private cases offer a contrast. Per- 
haps a resident assists the surgeon. 
He may even perform the surgical 
procedure and another resident 
may administer the anesthesia. 
This would be done under the 
supervision of the private surgeon 
and anesthesiologist, and the pa- 
tient would receive a bill from his 
doctors. His $5.46 is a contribution 
to education. 

During the fiscal year ended 
Sept. 30, 1959, 79 per cent of sur- 
gical procedures at Rhode Island 
Hospital were performed on pri- 
vate cases and 21 per cent on ward 
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service cases. Costs will be appor- 
tioned in a similar manner: 21 
per cent to service and 79 per cent 
to education. However, the private 
patient does receive some benefit 
from the house officer. In addition, 
the length of time spent by a resi- 
dent performing a surgical pro- 
cedure (even under supervision) 
may well double that spent by an 
attending surgeon doing the same 
procedure. Therefore, the time 
spent in the operating suite in the 
21 per cent ward service cases 
would well total 35 to 40 per cent 
of total work time in the oper- 
ating suite. It would seem generous, 
then, to allocate solely to educa- 
tion 79 per cent of all house staff 
costs incurred in the operating 
room and anesthesia. 

4. The subject of laboratory 
costs can be handled easily. The 
seven residents in pathology do a 
significant amount of laboratory 
work. Without their assistance, at 
least one other pathologist and 
additional technicians would be 
needed. The resulting increase in 
staff salaries would reflect in the 
patient’s bill. Laboratory costs, 
then, can be assigned entirely to 
service. The same logic can apply 
to radiology department costs. 

5. Outpatient services - (clinics, 
accident room and ambulance) pre- 
sent a clear picture. House officers 


are assigned to specialty clinics 
and, in addition, conduct their own 
clinics to follow the ward service 
cases discharged from hospital 
beds. The accident room is staffed 
around the clock with these offi- 
cers. The physician riding an am- 
bulance is a house officer. It seems 
clear that the few cents per visit 
charged to outpatients is a reason- 
able charge in return for the serv- 
ices they receive. Outpatient 
charges are, then, assigned to serv- 
ice. These allocations are sum- 
marized in the division of costs 
shown in Table 6. It becomes ap- 
parent that the $159,388 spent 
purely on education is borne by 
private patients, and moreover by 
inpatients. Dividing the total cost 
by their total number of days in 
the hospital shows that each pri- 
vate bed patient at Rhode Island 
Hospital pays $1.17 in educational 
costs per day in the hospital. Esti- 
mating an average stay of nine 
days for private patients last year 
the average bill was $390. Thus, 
the private patient ‘‘donated”’ 
$10.53, or approximately 2 per cent 
of his bill, to medical education 
costs during his hospital stay. 


HIDDEN COSTS OF EDUCATION 


The costs discussed thus far are 
those assigned to medical educa- 
tion by skilled auditors and cost 


Category Service Education 
Invatient: 
Bed Patient: 
Private $ 35,423 
Semi-private 67,293 
Ward $ 45,675 
Operating Rm. & 15,065 56,672 
Anesthesia 
Laboratories 44,911 
X-ray 5,379 
Total Inpatient $111,030 $159,388 
Outpatient: 
Clinics $ 8,172 
Accident Room 7,991 
Ambulance 430 
Total Outpatient $ 16,593 -0- 
TOTALS $127,623 $159,388 
Table 6 
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accountants. There are other “hid- 


den” costs: the extra laboratory 
and other diagnostic procedures 
which house officers order for 
ward service cases; the cost of the 
one additional day in the hospital 
averaged by ward service cases 
(remarkably low, considering that 
many ward service admissions ar- 
rive from the accident room with 
their medical history unknown); 
and the value of the teaching time 
donated by the active staff. This 
time is repaid only in part by 
house staff service to private phy- 
sicians’ patients. 

At present our accounting and 
statistical procedures cannot isolate 
or measure these hidden costs. 
Nevertheless, they are real costs 
and must be considered. They do 
not affect the analysis but are re- 
flected in the bill of the ward 
service case. 

The sum of the audited costs 
plus the hidden costs equals the 
total cost of medical education to 
the hospital. 


WHO SHOULD BEAR COSTS? 


Once the cost has been deter- 
mined, it is logical to ask how 
these expenses are to be covered. 
It has been established that the 
private patient at Rhode Island 
Hospital and his third party agent 
pay a little more than half the 
entire cost, or all of the educa- 
tional cost. The private patient 
who spends nine days in the hos- 
pital pays $10.53 toward educat- 
ing the house staff. This is proper, 
in our opinion. For this sum, the 
private patient is assured of the 
services of a qualified resident 
physician on a 24-hour instant call 
basis. The private patient (or his 
third party agent) admittedly pays 
a price for medical education when 
he enters the teaching hospital, 
but he receives more than full 
value for his money. 

How is the balance of $127,623 
incurred by the ward service pa- 
tient paid for? He pays some of 
this himself if he can. Perhaps he 
is covered, in part, by insurance. 
If not, welfare assumes a portion 
of the bill. The remainder is a bad 
debt or free service by the hospital 
and must be met by endowment or 
bequest. However, these costs are 
more than fully repaid by phy- 
sician services. If there were no 

(Continued on page 104) 
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OLD autopsy suite at the Institute 
of Pathology, Western Reserve Univer- 
sity, Cleveland, left much to be desired 
in equipment, layout, and appearance. 


NEW AUTOPSY suite for hos- 
pitals affiliated with Western 
Reserve University in Cleveland, 
Ohio, offers many unusual features 
to the doctors, technicians and 
students using its facilities. Located 
in the Institute of Pathology on 
the University campus, the new 
installation has been designed to 


' fulfill the dual requirement of a 


demonstration-teaching facility 
and functioning autopsy center. 
The installation is entirely new, 
rather than a renovation of exist- 
ing facilities, although it was built 
in existing space. In planning the 
suite it was possible to aim at an 
ideal solution in terms of space 
layout, type of equipment and the 
visual character of the space. Each 
of the components was carefully 
selected, both for specific perform- 
ance and for relationship to the 
whole. Standard equipment was 
specified, to the greatest extent 
possible but in many cases, modi- 
fication of standard items was 
worked out with the manufacturer. 
Certain equipment, such as special- 
ized case goods, was designed spe- 
cifically for the installation. 
Basically, the space comprises 
four sections: morgue, autopsy, 
demonstration-teaching, and re- 
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pair. Secondary facilities include a 
conference area, research facilities, 
locker and shower rooms. The 
over-all planning of space, equip- 
ment and storage was based on 
work utilization and traffic studies 
of the dual function of the suite. 
From these findings, space relation- 
ships were determined and work 
surfaces, sinks, cabinets, utilities 
and other facilities were located 
for most logical and efficient work 
performance. All interior elements 
were selected on the basis of 
quality, function and ease of main- 
tenance. The floors are copric oxy- 
chloride, a standard terrazzo, to 
which 3 per cent copper content 
has been added to act as an insect 
inhibitor. They are equipped with 
oriental type floor drains and are 
coved for easy maintenance. Walls 
are ceramic tile; case goods are 
stainless steel. Areas between cab- 
inets and ceilings are soffited and 
enclosed. 

Refrigerators and freezers used 
for storage of teaching specimens 
and routine pathology specimens 
were custom-designed to accom- 
modate standard trays. 

Refrigerators are equipped with 
visual control indicators consisting 
of lights which remain illuminated 


as long as proper temperature is 
maintained. 

For the demonstration area, a 
full size stainless steel cabinet wall 
freezer was designed for storing 
teaching specimens. 

Sinks are provided with heavy 
duty disposal units in stainless 
steel housings. 

Ceilings are of acoustical metal 
pan and have recessed fluorescent 
illumination, covered flush by 
translucent glass. 

An infant autopsy table was de- 
signed to act as a supplementary 
utility table, at a height that 
makes under-counter storage pos- 
sible when the unit is not in use. 

The autopsy tables are of stain- 
less steel and are equipped with 
integral utilities to which a com- 
bination spray and aspirator have 
been added. 

Over each table is an obstetrical 
lamp, selected because it is flexible 
and offers the highly concentrated 
illumination required for detail 
work. It can be adjusted for hori- 
zontal head position to any point 
along the table. 

Blackboards have been placed 
close to appropriate working areas, 
one in the vicinity of the work top 
where scales are used and another 
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next to the autopsy tables. 

Color has been introduced in 
the use of ceramic tile. Walls are 
light gray, blue-gray and light 
lemon yellow, differing in color 
according to location. The floor 
terrazzo is light gray and white. 
The cheerfulness of the suite is en- 
hanced by a high illumination level 
of 100 foot candles. The entire 
suite is air conditioned. 

During a typical teaching and 
demonstration session, as Many as 
30 students, technicians and doc- 
tors are accommodated in the 
space. An advantage of dividing 
the installation into defined sec- 
tions is that the autopsy center’s 
facilities can be used by more than 
one group at a time. 

The autopsy suite is the first of 
a series of planned reconversions 
to be completed in the seven-story 
Institute of Pathology building. 
The space occupied by the new 
suite formerly housed a storeroom 
and photography laboratory. The 
old autopsy facilities were located 
on the fourth floor of the building 
in space now available for research 
laboratories. 

The re-design program is being 
carried out under direction of 
Leon Gordon Miller, planner and 
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PERMANENTLY fixed autopsy tables flank a custom 
designed infant autopsy table serving also as a sup- 


plementary utility table in the new installation. 


PICTURED in the foreground of the demonstra- 


tion teaching area is a portable autopsy table 
used for demonstration purposes. Behind is a 
storage wall for museum and teaching specimens. 


design consultant to medical insti- 
tutions affiliated with Western Re- 
serve University, with the cooper- 


ation of Dr. Alan Moritz, director 
of the Institute of Pathology, and 
heads of the various departments. ® 
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EMBERS OF the medical pro- 

: fession, as well as laymen, 

: | have often stated that Blue Cross 

could effect substantial savings by 

developing a program whereby 

diagnostic services would be avail- 

able in doctors’ offices or hospital 

outpatient departments. During 

; the Blue Cross rate hearings last 

May, a number of physicians testi- 

fied that, in their opinion, such a 

=. | program would eliminate enough 

“unnecessary” hospital admissicns 

re to pay for itself, so that an in- 

crease in rates would be unneces- 

_ | Even before the rate hearings, 

. Blue Cross had begun studies to 

- determine not only the feasibility 

of such a program, but also its 


cost and the best way in which 
Ol | P A LKN to offer it to the public. Fortunate- 
ly, we had readily available for 


study two years’ experience with 
a program which provided broad 
coverage of diagnostic x-rays, as 


7 a well as certain special diagnostic 
ie | medical procedures, whether done 
2 in or out of the hospital. 


| The local employees of one of 
: the heavy industries have had, for 
some years, Blue Cross-Blue Shield 


> . coverage. Prior to Sept. 1, 1956, 
a. | these employees had regular Blue 
- | : Cross coverage, but their Blue 
Shield protection applied only to 
hospitalized surgical cases. On the 
aforementioned date, in addition to 
a | a program of medical benefits for 
a. by DENWOOD N. KELLY salaried employees (but not for 

those paid on an hourly basis), a 
i liberal Blue Shield diagnostic pro- 
oat gram was placed in effect for all 
employees. It consists of benefits 


Va Denwood N. Kelly is assistant director, 
a. Maryland Medical Service, Inc., Baltimore. 


This article originally appeared in the 
Maryland State Medical Journal, 8:80 1959. 


Latest utilization figures (September 1958 to August 
1959) recorded by Blue Cross-Blue Shield in Maryland 
in its experience under the special contract described in 
the accompanying article are as follows: 
Inpatient admissions per thousand subscribers 111 | 
Average length of stay per inpatient admission 
(days) 7.56 
Days of care per thousand subscribers 840 
From these figures it is apparent that the admission | 
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for diagnostic x-rays and the spe- 
cial diagnostic medical procedures 
of electroencephalograms, elec- 
trocardiograms and basal metabolic 
rates, done either in physicians’ 
offices or in hospital outpatient de- 
partments. On these benefits there 
is a limit of 75 dollars per person 
in any consecutive 12-month period 
for those services rendered in 
doctors’ offices, but no limit is 
imposed on those received in hos- 
pitals—either inpatient or out- 
patient. Thus, by comparing the 
hospitalization experience of this 
group of employees, which is large 
enough (averaging 123,000) to be 
statistically valid, for the year im- 


mediately before and the two years 


after the effective date of the new 
diagnostic program, it is possible 
to get an excellent analysis of the 
over-all effect of such coverage. 

There are three major measure- 
ments of the utilization of hospital- 
ization benefits. The first is the 
number of inpatient admissions per 
year per thousand subscribers at 
risk. The second is the average 
length of stay per admission, and 
the third is the average number 
of days of care used by each 1000 
subscribers per year. Of these the 
third is generally regarded as the 
most revealing because it combines 
the effects of the other two. It is 
particularly important to Blue 
Cross Plans as their reimburse- 
ment to hospitals for care fur- 
nished to subscribers is generally 
on a per diem cost basis. 

In the 12 months immediately 
prior to the introduction of the 
diagnostic program, the inpatient 
admission rate among this group of 
employees was 97 per thousand. 
In the same period the next year, 
this rate had risen to 103 and the 
following year (Sept. 1, 1957, 


ratio (the number of hospital admissions per 1000 sub- 
scribers) is still increasing, although there have been 
slight reductions in the average length of stay and the 
number of days of care per 1000 subscribers. 

The reduction in the average length of stay and num- 
ber of days of hospital care per 1000 subscribers is en- 
couraging and, unless it is of “one-time” nature, may 
mean that the provision of the specified diagnostic serv- 
ices outside the hospital is eliminating some hospitaliza- 
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Summary of Utilization 


Contract Years 
Sept. ‘55- Sept. ‘56- Sept. ‘57- 
Aug. ‘56 Aug. ‘57 Aug. ‘58 
inpatient admissions per thousand subscribers 97 103 107 
Average length of stay per inpatient admission (days) 7.69 7.58 7.92 
Days of care per thousand subscribers 749 784 850 


to Aug. 31, 1958) the rate again 
increased to 107. The average 
length of stay was 7.69 days per 
admission in the year prior to the 
new program and in the first year 
after its introduction, this rate de- 
creased one-tenth of a day to 7.58; 
the following year, however, it in- 
creased almost one-third of a day, 
to 7.92. The number of days of 
hospital care per thousand sub- 
scribers increased at an even 
greater rate. In the 12 months 
from Sept. 1, 1955, to Aug. 31, 
1956, this figure stood at 749; in 
the first year after the new pro- 
gram went into effect it rose to 
784 and the following year it 
jumped to 850. These statistics are 
recapitulated for easier reference 
in the accompanying table. 

The utilization figures for the 
new diagnostic program itself are 
also of considerable interest. Dur- 
ing the first year of the program, 
the utilization of diagnostic serv- 
ices was at the rate of 70 per thou- 
sand subscribers, with an average 
cost per service of $18.65. The 
second year the rate of utilization 
increased to 111 per thousand, 
some 58 per cent higher, but the 
unit cost had decreased in only a 
minor amount, to $18.11. The total 
cost of these services to nonhos- 
pitalized patients was $161,377 the 
first year and $246,684 the second. 
The great bulk, some 77 per cent 


cost.-—D. N. K. 


of this expense, was concentrated 
in diagnostic x-rays, more than 
83 per cent of which were done in 
doctors’ offices. 

In summary, the introduction of a 
program providing diagnostic care 
of nonhospitalized patients, despite 
relatively heavy utilization, has 
not caused a net decrease in the 
use of Blue Cross inpatient services 
by the covered segment of popula- 
tion. On the contrary, the inpa- 
tient utilization has increased rap- 
idly since the diagnostic program 
went into effect. Undoubtedly, one 
of the reasons for this increase is 
that the diagnostic program re- 
sulted in the detection of previously 
unsuspected diseases which thus 
created additional hospital cases. 
And this means better total health 
care, certainly. 

This type of coverage is good 
and Blue Cross-Blue Shield are in 
favor of making it available to the 
community. But it is not wise to 
make such a program available 
under the misapprehension that it 
can be done at little or no addi- 
tional cost. There is clear evidence 
that such a program will not re- 
duce the net use or cost of inpa- 
tient care. Therefore, while these 
diagnostic benefits should, and un- 
doubtedly will, be used heavily, 
they will materially increase the 
total premium cost of prepaid 
medical care. a 


tion expense by doing tests prior to admission. However, 
the continued increase in admissions indicates that the 
provision of such services on an outpatient basis is not 
effecting any “net’’ decrease in inhospital admissions. 
We find that the utilization of the ‘diagnostic’ benefits 
outside the hospital still continues at a very high level and 
shows no sign of decreasing. Thus, there is, so far, no 
indication of a net saving in total utilization or premium 
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Foreign Medical Graduates 


HIS IS THE LAST column I shall 

have the privilege of writing 
as president of the Association. It 
has given me a great deal of pleas- 
ure to be able to put some of my 
thoughts in writing before the 
membership. 

This column is being prepared 
during the last week in June, just 
before the arrival of the new in- 
terns in our hospital. In a teaching 
hospital, this is a most important 
occurrence, since the day-to-day 
responsibility for the care of our 


‘patients is transferred from one 


group of young physicians to a 
newly graduated group coming 
from our medical schools. 

This year our hospitals face ser- 
ious responsibilities relating to 
graduates of foreign medical 
schools. For the first time, we are 
all required to limit appointments 
to the medical staff to those gradu- 
ates of foreign medical schools who 
have successfully passed the ex- 
amination of the Educational Coun- 
cil for Foreign Medical Graduates 
(ECFMG). It originally had been 
planned that all applicants would 


_ have completed the examination 


prior to July 1, but in view of the 
backlog requiring examination and 
other factors present this first year, 
a “grace’’ period has been granted 
which will permit appointments of 
those who cannot take the exami- 
nation until September. After this, 
however, all hospitals with ap- 
proved programs must limit ap- 
pointments to those who success- 
fully pass the examination. 

Until the dislocations of World 
War II, it was possible for the 
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American Medical Association to 
publish a list of approved schools 
of medicine in other parts of the 
world and to accept graduates 
from these approved schools on an 
equal basis with graduates of ap- 
proved American schools for ap- 
pointments to house staff positions 
in our hospitals. In recent years, 
however, it has not been possible 
for the AMA to continue this ap- 
proval program of foreign schools. 
As a result, graduates from schools 
of unknown standards have been 
coming in increasing numbers to 
this country for further training. 
It is estimated that some 25 per 
cent of all appointments to the 
house staffs in this country are 
graduates of foreign medical 
schools. 

The great growth in the special- 
ization and complexity of medical 
and surgical care in our hospitals, 
the rapid turnover of patients, the 
increase in emergency services in 
large city hospitals and the great 
desire for specialty training among 
young medical graduates have 
brought a growing demand for 
house staff services in hospitals. 
The very slow increase in the 
number of American medical grad- 
uates has created a great shortage 
of applicants for approved house 
staff positions. This vacuum has 
attracted the foreign graduates. 
Many graduates of foreign medical 
schools are well educated, make 
excellent interns and residents and 
benefit greatly by their experi- 
ences in our hospitals. There are 
also many who are so deficient in 
general education—particularly in 


understanding and speaking Eng- 
lish—and so deficient in clinical 
medicine that their educational 
experience in this country is in- 
adequate. These graduates, partic- 
ularly when they are poorly super- 
vised by the attending staff, are 
unsatisfactory in the care of pa- 
tients. 

The ECFMG was established to 
test the qualifications of the for- 
eign graduates and limit appoint- 
ments to those who can safely 
render care to patients and profit 
by the educational experience. In 
the first examinations, which were 
taken mostly by the foreign gradu- 
ates already appointed and in this 
country, more than 60 per cent of 
the graduates were able to pass 
with the minimum grade estab- 
lished by the Council. In later ex- 
aminations, particularly those held 
in foreign countries, the failure 
rate has been higher, with 50 per 
cent or slightly more failing. It is 
hoped that, as time goes on, the 
examination will attract more of 
the better qualified graduates of 
foreign schools. 


we shall immediately 
face some serious dislocations of 
medical services in some of our 
hospitals. Alternate mechanisms of 
providing 24-hour care and cover- 
age of emergency departments will 
have to be worked out. Hospitals 
have been urged to meet this prob- 
lem by providing administrative, 
clerical and other supporting serv- 
ices for the attending medical staff, 
thereby releasing their time for 
some of the duties often carried 
out by interns and residents. At- 
tending staffs have been urged also 
to develop rotation patterns to as- 
sure adequate coverage of the hos- 
pitals at night and over weekends. 
Some hospitals employ young prac- 
titioners on a part-time basis to do 
some of this work. 

The American Hospital Associa- 
tion has strongly supported the 
standards and aims of the Educa- 
tional Council because they are de- 
signed to uphold and improve the 
high standards of medical services 
in our hospitals. In the dislocations 
and stresses which the new pro- 
gram may bring, we should be 
careful to avoid taking expedient 
actions which may lower the qual- 
ity of these medical graduates. 
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The following action was taken 
by the Board of Trustees of the 
American Hospital Association at 
its meeting in Chicago on May 20, 
1960. 


COMMITTEE ON LISTINGS 


VOTED: To approve the recom- 
mendations of the Committee on List- 
ings for listing of the following hos- 
pitals: 

ALABAMA 


Shelby Memorial, Alabaster 


Elmore County, Wetumpka 
ARIZONA 


Mohave General, Kingman 
Payson Clinic Hospital, Payson 
Williams, Williams 
ARKANSAS 
McRae Memorial, Alexander 
Forrest Memorial, Forrest City 
Gurdon Municipal, Gurdon 
Alamo, Hot Springs 
Quachita General, Hot Springs 
City, Magnolia 
Hot Springs County Memorial, 
Malvern 
Elizabeth, Prairie Grove 
Porter Rodgers, Searcy 
Bradley County Memorial, Warren 
CALIFORNIA 
Woodruff Gables, Bellflower 
Foothill Community, Glendora 
Hanford Community, Hanford 
Lindsay District, Lindsay 
Bixby Knolls Sanitarium and Hos- 
pital, Long Beach 
Beverly Glen, Los Angeles 
Spotswood Memorial, Los Gatos 
Mission Road Sanatorium, Niles 
Del Puerto, Patterson 
Bellinda, Port Hueneme 
Community Hospital of Santa Cruz, 
Santa Cruz 
South Coast Community, 
Laguna 
Dameron, Stockton 


The Westwood, West Los Angeles 
FLORIDA 


Bethesda Memorial, Boynton Beach 


Golden Glades, Carol City 
GEORGIA 


Middle Georgia, Macon 
McDuffie County, Thomson 


South 
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ASSOCIATION SECTION 


ILLINOIS 
Illinois State Psychiatric Institute, 
Chicago 
INDIANA 
Citizens Nursing Center, Anderson 
Bloomington, Bloomington 
Muscatuck State School, Hospital 
Unit, Butlerville 
Clinton County, Frankfort 
Johnson County Memorial, Frank- 
lin 


Hancock County Memorial, Green- 


field 


COMMITTEE ON NOMINATIONS 


In accordance with the Bylaws of 
the American Hospital Association, the 
members are hereby notified of a meet- 
ing of the New Committee on Nomina- 
tions to be held on Wednesday, August 
31, 1960, at the Jack Tar Hotel from 
1 to 2 p.m. 

This will be the first meeting of the 
Committee on Nominations for the 
consideration of candidates for offices 
which will be nominated at the House 
of Delegates meeting in 1961. Associa- 
tion members may appear before the 
committee and submit names for con- 
sideration. Officers to be nominated 
are a president-elect, a treasurer for 
a one-year term, and three members 
of the Board of Trustees, each for a 
three-year term. The committee will 
also nominate four Delegates at Large 
to the House of Delegates, each for a 
three-year term. 

The chairman of the new Commit- 
tee on Nominations will be Albert W. 
Snoke, M.D., director of the Grace-New 
Haven Community Hospital, New Haven 
4, Conn. Other committee members 
will be: Ray Amberg, University of 
Minnesota Hospital, Minneapolis 14, 
Minn.; Rev. Bolton Boone, Methodist 
Hospital, Dallas 22, Tex.; Frank C. 
Sutton, M.D., Miami Valley Hospital, 
Dayton 9, Ohio; Tol Terrell, Shannon 
West Texas Memorial Hospital, San 
Angelo, Tex.; G. Otis Whitecotton, 
M.D., Highland-Alameda County Hos- 
pital, Oakland, Calif. 


HOUSE OF DELEGATES 
MEETINGS 


The time of the first meeting 
of the House of Delegates of 
the American Hospital Associa- 
tion in San Francisco has been 
officially changed: The House 
of Delegates will convene in the 
El Dorado Room of the Jack 
Tar Hotel on Monday, August 
29, at 9 a.m., not at 9:30 a.m., 
as was announced in the June 
16 issue of this Journal, p. 51. 
Times of the other scheduled 
meetings of the House of Dele- 
gates remain unchanged, at 9 
a.m. 


Wabash Valley Sanitarium, La- 
fayette 

Comer, Mooresville 

Clinic, New Castle 

Jackson County Schneck Memorial, 


Seymour 
IOWA 


Boone County, Boone 
KENTUCKY 
Pleasant Grove, Anchorage 
Mallory Taylor Memorial, La 
Grange 
Owen County War Memorial, 
Owenton 
Pewee Valley Sanitarium and Hos- 
pital, Pewee Valley 
Monroe County War Memorial, 
Tompkinsville 
MAINE 
Utterback Private, Bangor 
MARYLAND 
Resmor Sanitarium and Hospital, 
Bethesda 
Edward W. McCready Memorial, 
Crisfield 
Deer’s Head State, Salisbury 
MISSOURI 
North Kansas City Memorial, North 


Kansas City 
NEBRASKA 
Ogallala Community, Ogallala 
NEVADA 


Boulder City, Boulder City 
(Continued on page 103) 
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Atafessional factice 


EDUCATING 
THE PHYSICIAN FOR 
MEDICAL STAFF RESPONSIBILITIES 


PHYSICIAN’S graduate train- 
ing in the hospital is tradition- 
ally aimed at enhancing his medi- 
cal and scientific knowledge and 
skills so that he will be able to at- 
tain the excellence demanded by 
his profession in his subsequent 
practice. At Rhode Island Hospital, 
it is believed that this training 
period also should be used to in- 
struct the physician in the com- 
plexities of hospital and medical 
staff organizations because he will 
be involved in these organizations 
as long as he practices medicine. 

The hospital is becoming in- 
creasingly important to the private 
physician, for he is finding that 
more and more of his practice is 
centered there. This trend, con- 
stantly growing during the past 
20 years, undoubtedly will con- 
tinue growing in the future, prob- 
ably at an accelerated pace. 

There are three reasons why this 
trend will continue: 

1. Tremendous progress in the medi- 
cal sciences. This is reflected, for 
example, in intricate surgical pro- 
cedures, such as open heart sur- 
gery, which demand expensive, 
bulky and complex equipment plus 
a sizeable team of skilled tech- 
nicians to assist the surgeon. 

2. Hospital-service requirement for 
licensure. Physicians are required 
to serve for a time in a hospital 


Lawrence A. Hill is administrative as- 
sistant, Rhode Island Hospital, Providence. 
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by LAWRENCE A. HILL 


Physicians should be taught how to 
participate in hospital and medical 
staff organizations because they will 
be involved in these as long as they 
practice medicine, the author ob- 
serves. He describes a house officers 
program that has proved successful 
in his own hospital, and which has 
yielded benefits to both the staff and 
the institution. 


before licensure in most states, and 
those who pursue a specialty must 
spend additional years there. For 
the most part, specialty residencies 
are served in university hospitals 
or in large nonuniversity teaching 
hospitals where excellent physical 
facilities, skilled technical person- 
nel, a teaching staff and large 
numbers of patients are available. 
These physicians finish their train- 
ing expecting to practice the type 
of medicine learned while in train- 
ing. Therefore, they must depend 
on the hospital to provide the facil- 
ities they will need for this type 
of practice. 

3. Increased specialization. It is rea- 
sonable to assume that the need 
for consultation with colleagues 
increases with specialization. The 
hospital medical staff is likely to 
provide a collection of medical 
specialists who can and do call 
upon one another for frequent 
consultation. The younger special- 
ist cannot expect to be an island 
unto himself because he needs to 
belong to this group for consulta- 


tion purposes, and, equally impor- 
tant, for his continuing education. 
If he is to develop his potentiality, 
then, he must become a part of a 
hospital’s medical staff. 


THE ORGANIZATIONAL HIERARCHY 


In varying degrees, depending 
upon the hospital, membership in 
a hospital staff imposes on the 
physician certain obligations and 
responsibilities, which means that 
the staff physician must take an 
active part in his organization, 
serve on its committees and abide 
by its rules. Initially, he may be 
placed on supervised privileges in 
the care of his patients and, in 
some hospitals, he must accept 
teaching, ward service and out- 
patient department assignments. 
In accepting staff membership, he 
has subordinated to a degree his 
independence in return for the ad- 
vantages of practicing in that hos- 
pital. He finds himself a member 
of an organization of some com- 
plexity—the medical staff—work- 
ing within the framework of the 
larger and yet more complex or- 
ganization of the hospital. 

The physician who is not con- 
scious of the organizational hier- 
archy into which he is moving, 
may be overwhelmed, confused 
and even angered by it. He may 
feel himself “pushed around” by 
it and may attempt to strike out 
at it, or he may resent the hospi- 
tal’s rules even though some of 
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these have been instituted by his 
own medical staff colleagues. The 
physician who wishes to operate 
most effectively in the hospital 
should understand its organiza- 
tional structure. 

It is axiomatic that an individ- 
ual loses some personal freedom 
when he joins a group of any kind. 
During the 1930’s, our country wit- 
nessed a rather dramatic swing 
away from “rugged individualism” 
toward group action because people 
found that they could exert more 
pressure to achieve their objec- 
tives as an organized group than 
as individuals. Although the in- 
dividual was still able to make his 
personal views heard within the 
group, and sometimes was able to 
persuade the group to adopt his 
views as group objectives, he sacri- 
ficed to the group a certain degree 
of personal freedom. The person 
most successful in projecting his 
individuality into the group was 
the one who best understood the 
group’s manner of acting, i.e., its 
organization. 

At Rhode Island Hospital, it is 
thought that the physician who 
best understands the organization 
of the hospital and medical staff 
and their relationships will operate 
most effectively within them with- 
out losing an inordinate amount 
of personal freedom. Such freedom 
is as essential to good medical 
practice as effective organization 
is to good patient care in the hos- 
pital. 


THE HOSPITAL’S ROLE 


It is not a medical school func- 
tion to teach hospital and medical 
staff organization. This is a job 
for the hospital. Upon arriving at 
the hospital, however, the intern 
or resident finds his time fully 
occupied with histories, physical 
examinations, rounds, surgery, lec- 
tures, conferences and other medi- 
cal activities. He has neither the 
time nor the inclination to be sub- 
jected to a course in hospital or- 
ganization which helps neither 
with state licensure problems nor 
with board qualifications. There- 
fore, any such training effort must 
take a form that is not oppressive 
in terms of time and effort, and 
should accure some benefits to the 
recipients. To be effective, such 
training must be so organized that 
house officers feel their needs are 
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being met by it, and it must take 
a form that will not be unique to 
the traditional hospital-physician 
pattern. 

Whatever is done, then, should 
closely parallel existing hospital 
practice with respect to the active 
medical staff. The purpose of 
graduate medical training is to en- 
able the intern and resident to be- 
come qualified to care for patients. 
Their training, for the most part, 
consists of patient care on a basis 
similar to that of the active medi- 
cal staff. A program designed to 
educate the house staff in organi- 
zational matters should be as simi- 
lar as possible to the organizational 
conditions faced by the active staff. 

At the Rhode Island Hospital, 
this problem was solved by estab- 
lishing a house officers association 
as a counterpart of the staff asso- 
ciation of the active staff. A com- 
mittee of the senior residents was 
also instituted which parallels, to 
some degree, the executive com- 
mittee of the active staff. 


If a house officers association is 
to resemble the active staff asso- 
ciation, it is clear that its bylaws 
must resemble those of the active 
staff. Historically, a house officers 
association existed at the Rhode 
Island Hospital before bylaws were 
adopted for it, but the need for 
bylaws was recognized by the 
house officers themselves, so a set 
was adopted after being prepared 
by a committee of house officers 
including the administrative resi- 
dent. 

Although not as comprehensive 
as those of the active staff, the 
house officers association bylaws 
resemble them in many respects. 

1. Membership in both organiz- 
ations includes all members of the 
respective staffs. 

2. Officers, with the exception 
of the secretary, are elected by and 
from the association membership. 

3. The secretary in both associ- 
ations is a special case. The secre- 
tary of the active staff association, 
as stated in its bylaws, “shall be 
the First Assistant Executive Di- 
rector” of the hospital. The secre- 
tary of the house officers associa- 
tion “shall be the Administrative 
Resident”. In both cases, the secre- 
tary is a member of the hospital 
administration. 


4. Committees of both associa- 
tions are appointed by their re- 
spective presidents and committee 
purpose, function and powers are 
described in the bylaws. 

5. The hospital’s executive di- 
rector is an exofficio member of 
the staff association and all its 
committees. The director of medi- 
cal education (a physician and a 
member of administration) holds 
a similar membership in the house 
officers association. 

It is improper to suggest that no 
differences exist between the two 
associations. The committee struc- 
ture of the active staff is much 
more comprehensive than that of 
the house staff. Medical policies, 
rules and regulations are the prov- 
ince of the active staff in con- 
junction with hospital administra- 
tion, so its committees have a far 
wider scope of activity than do 
those of the house officers. Since 
the active staff is much larger than 
the house staff, its organization 
must be a formal one. Differences 
between the two associations do 
exist, but the similarity is deemed 
sufficient to acquaint the house 
staff with active staff organization. 

The active staff executive com- 
mittee was created by, and derived 
its powers from, the staff associ- 
ation bylaws. The origin of the 
senior residents committee was 
different in that it existed before 
the house officers association, hav- 
ing been created to meet the need 
for liaison between the house and 
active staffs, and the administra- 
tion. 

Over the past several years, 
however, it has come to function 
within the house staff framework 
much as the staff executive com- 
mittee functions within the active 
staff framework. The senior resi- 
dents committee has actual power 
to act, but, naturally, this power 
is limited because it is a house staff 
body and does not have as much 
power within the total hospital 
organization as does the active 
staff executive committee. 

There are other parallels be- 
tween these two committees: 

1. The membership of the senior 
residents committee is composed 
of the senior house officers of the 
various medical departments, the 
administrative resident (who is 
secretary), the director of medical 
education and a member of the 
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administration who is an ex officio 
member. Membership on the active 
staff executive committee consists 
of the president, immediate past 
president, secretary of the staff 
association (first assistant execu- 
tive director of the hospital), the 
chief of the department of medi- 
cine, the chief of the department 
of surgery, the executive director 
of the hospital and two other mem- 
bers elected by the staff associa- 
tion from the chiefs of depart- 
ments. In both cases, membership 
includes the highest medical eche- 


lon and administration. Executive 
committee membership remains 
quite constant, but that of the 
senior residents committee changes 
almost totally each year. This must 
be expected in an educational pro- 
gram, however, because there is 
always the loss of the senior class. 

2. The staff executive committee 
and the senior residents committee 
carry on most of the business for 
their respective associations and, 
as a result, they meet more often 
then the associations. 

Without any more detail, the 
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organization of both the house and 
active staffs consists of a general 
association, committees derived 
from it and a smaller, high level 
committee in which resides the real 
power. 


THE ORGANIZATION IN ACTION 


In general, the activities of the 
house officers association are di- 
rected toward matters of self 
government, social activities and 
the educational program. For ex- 
ample, a committee of the asso- 
ciation each year procures dis- 
tinguished speakers for a series of 
lectures on selected medical sub- 
jects. 

As has been stated, the more 
powerful and active group is the 
senior residents committee. Ex- 
amples of the organization in 
action will be drawn from the 
experience of this group. The 
activities of this committee are 
wide in scope and transcend the 
internal affairs of the house staff. 
The senior residents call on hospi- 
tal administration and the active 
staff to answer problems; they, in 
turn, are called upon to help with 
problems of the hospital. Follow- 
ing are two examples of the type 
of activity in which this committee 
engages: 

1. As is true in most hospitals, 
the 4 p.m. to midnight tour of duty 
is a difficult one to staff with regis- 
tered nurses. Obviously, night 
staffing does not equal that found 
on the day tour of duty. Ordinarily, 
a reduced staff is feasible because 
physicians usually make rounds 
and write orders during the day 
tour of duty. It has been found 
here, however, that for many and 
good reasons, a large part of the 
house staff makes rounds and 
writes orders after 7 p.m., so the 
nursing service, reduced in num- 
bers, finds itself faced with the 
usual problems of the evening tour 
of duty plus many additional 
orders to transcribe and carry out. 

Nursing approached administra- 
tion with this problem and admin- 
istration turned to the senior resi- 
dents. After consideration, it was 
determined by the senior residents 
that they probably could not ma- 
terially reduce evening rounds and 
order writing, but because many 
orders written during the evening 
needed no action until the follow- 
ing day, the house staff, in con- 
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junction with nursing, could work 
out a code that would indicate 
orders needing immediate atten- 
tion and those which could be de- 
ferred for later action. This or- 
ganization was asked to help with 
a problem that affected the general 
level of nursing care throughout 
the hospital. 

2. The second example is a situ- 
ation in which the senior residents 
found a problem which they re- 
ferred to administration for help. 
Residents in the department of in- 
ternal medicine were concerned 
about the method of treating and 
following service patients placed 
on anticoagulant therapy. When 
they raised the problem at a senior 
residents committee meeting, the 
committee agreed that a problem 
existed and approved a proposal 
for a temporary solution. The 
committee also approved a plan 
for creating an anticoagulant clin- 
ic within the hospital outpatient 
department as a permanent solu- 
tion. 

The committee’s recommenda- 
tions then were presented to ad- 
ministration. Convinced by the 
committee’s reports that a prob- 
lem truly existed, administration 
instituted the temporary solution 
and presented the request for the 
anticoagulant clinic to the active 
staff executive committee for ap- 
proval. Receiving a favorable re- 
port from the executive commit- 
tee, administration set in motion 
the machinery to implement the 
clinic. In this case, the senior resi- 
dents sought help with a problem 
and received it, but in both cases, 
they were of material help in im- 
proving patient care in the hospi- 
tal. 

AN EVALUATION 


The organizational pattern de- 
scribed was designed to fill a need 
for liaison between the house staff 
and other segments of the hospital. 
Once the first steps in setting up 
the organization had been taken, 
its educational potential could be 
seen, so it was formally expanded 
as described. 

That progress in patient care 
and in solving hospital problems 
was made because of these house 
staff bodies is undeniable. This 
discussion is focused on the educa- 
tional benefits received by mem- 
bers of the house staff as the pri- 
mary matter of concern. These are 
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impossible to evaluate with any 
mathematical precision, for all 
that can be offered as evidence of 
success is the fact that the inci- 
dence of individual house officers 
approaching active staff, adminis- 
tration or nursing demanding ac- 
tion on problems is decreasing, 
while the senior residents commit- 
tee is becoming ever more active. 
This leads to the conclusion that 
members of the house staff are 
depending more and more upon 
their organized bodies to solve 
their problems. They know how to 
use them and feel confident work- 
ing within them. 

Even better evidence of the pro- 
gram’s success can be offered by 
examining the activities of the 
younger active staff members who 
have graduated from residencies 
at Rhode Island Hospital since the 
program began. These men are 
providing real strength on staff 
committees. Some are working 
closely with administration in 
writing protocols and requests for 
funds with which to carry out re- 
search projects. Aside from specific 
duties and projects, communication 
between administration and these 
active staff men is free, relaxed 


and continuous. The results of all 
this, it is believed, will be a hos- 
pital which will run more smooth- 
ly and effectively for the benefit 
of the patient. 

As has been pointed out, it was 
thought that if these organizations 
were to achieve their purposes, 
they should be constructed in tra- 
ditional fashion and should yield 
some benefits to their members. 
This aim has been accomplished, 
but it was not accomplished with- 
out a conscious effort by hospital 
administration. No organization of 
any kind will long function with- 
out tangible evidence of accom- 
plishment. Administration must 
investigate thoroughly recom- 
mendations from these groups and 
render decisions. Decisions need 
not always be favorable, but they 
must be objective and sound, 
which means an expenditure of 
time and effort, but the benefits to 
the hospital and the educational 
benefits for the members of the 
house staff make it definitely 
worthwhile. At the Rhode Island 
Hospital, the house officers organi- 
zations have become a way of life 
—they are a permanent facet of 
the physician’s education. . 


NOTES AND COMMENT 


New Jersey adopts IV therapy rules 


The following resolution ruling against the administration of intra- 
venous therapy by registered, practical or student nurses was adopted 
in 1959 by the members of the New Jersey Board of Nursing, Division 
of Professional Boards, Department of Law and Public Safety: 

“WHEREAS, the State Board of Nursing has received many inquiries 


from its licensees concerning the 
administration of intravenous ther- 
apy; and 

“WHEREAS, the State Board of 
Nursing is cognizant of the fact 
that registered professional nurses 
and licensed practical nurses and 
student nurses do not receive in- 
struction during their academic 
courses in intravenous therapy; 
and 

“WHEREAS, the State Board of 
Nursing is cognizant of the fact 
that the welfare of the general 
public is involved; 

“NOW, THEREFORE, it is re- 
solved by the State Board of Nurs- 
ing that no professional nurse, 
practical nurse or student nurse 
should administer intravenous 
therapy because they are not prop- 


erly trained for this function; and 

“IT IS FURTHER RESOLVED 
that it is the policy of the State 
Board of Nursing, in the interest 
of protecting the public, that the 
preparation and administration of 
intravenous therapy is not a func- 
tion of nurses; 

“IT IS FURTHER RESOLVED 
that even in such cases where a 
licensee may have received special 
training in the administration of 
intravenous therapy, and where a 
licensed physician of New Jersey 
directs such an individual to ad- 
minister the intravenous therapy, 
then in such case she should per- 
form this function under the im- 
mediate supervision of the licensed 
physician, in his presence.” . 
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anti-shock 


when standard 


measures fail 


In shock resulting from trauma, surgery, or 
overwhelming infection, Solu-Cortef triggers 
vasopressor effects. As a result, patients often 
respond to Solu-Cortef when standard anti-shock 
measures have failed. 


Supplied: In 2 ce. size Mix-O-Vial* containing 250 
mg. or 100 mg. hydrocortisone (as hydrocortisone 
sodium succinate) and in 10 cc. size vial containing 
100 mg. hydrocortisone per vial. 


“Trademark, Reg. U. S. Pat. Off. 
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eg and maintain hemodynamics 


Solu-Cortef 


1.V. HYDROCORTISONE 


Upjohn | The Upjohn Company 


Kalamazoo, Michigan 
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IMPROVED ORDER FORM fhanmacy SONVICC 
BRINGS SAFER, 


FASTER DRUG SERVICE 


by LEWIS R. GILLETTE and JOAN STORKAN, Pharm.D. 


PATIENTS NAME 


Growing concern in one hospital 
about medication errors led to the 
development of a simplified system 


of handling physician’s medication 


PHYSICIAN'S ORDERS 
(MURSES ARE HELD RESPONSIBLE ONLY FOR WRITTEN AND SIGNED OROERS) 


orders, the authors write. Appraising 
the new system, after several months 


of use, they describe five benefits it 


has yielded patients and hospital. 


bon copy of the physician’s order 


sheet—was adopted. 


The routine that had been used 


EWER POSSIBILITIES of error and 

faster delivery of drugs from 
the pharmacy are two of the ad- 
vantages of an improved drug 
requisitioning system at San An- 
tonio Community Hospital, Upland, 
Calif. 

The physician’s order sheet (Fig. 
1) in use for many years at the 
hospital had been growing more 
unsatisfactory as the number and 
variety of drugs prescribed and 
ordered grew. After an investiga- 
tion of the old system and its 
shortcomings, a new system—basi- 
cally, one that makes a traveling 
pharmacy requisition out of a car- 


Lewis R. Gillette is assistant administra- 
tor and Joan Storkan is chief pharmacist, 
Community Hospital, Upland, 
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SAN ANTONIO COMMUNITY HOSPITAL 
PHYSICIAN'S ORDERS 


PHYSICIAN'S OCROERS 
(MURSES ARE HELD RESPONSIBLE ONLY FOR WRITTEN AND SIGNED ORDERS) 


SAN ANTONIO COMMUNITY HOSPITAL 
PHYSICIAN’S ORDERS 
ADM. 
LOCATION 
* | 
Fig. 1—Old physician's order 
jy 


for providing a patient with a 
pharmacy prescription was as fol- 
lows: 

1. When the physician decided 
that his patient needed a special 
drug, he wrote an order for the 
drug on the order sheet, along with 
all other needed treatments and 
medications. 

2. The nurse took the chart and 
did her best to decipher and copy 
the drug prescription item from 
the order sheet onto a pharmacy 
requisition form, which was then 
sent to the pharmacy. The nurse 


prepared the medicine card from 
the physician’s order sheet and 
placed it in the medicine card file 
to await the arrival of the pre- 
scription. 

3. The pharmacist received the 
requisition from the nurses’ sta- 
tion and did her best to decipher 
the physician’s order as transcribed 
by the nurse. Ultimately, the filled 
prescription was sent to the nurses’ 
station. In many cases, the instruc- 
tions on the label from the phar- 
macy were worded differently from 
the instructions on the medicine 


STERILE! 


The nice old lady who scored her pie crusts “TM” and 
“TM” (‘Tis or 'Tain’t Mince) never knew which was which. So 
it is with “homemade” petrolatum gauze...there’s always 
the question of sterility. That’s why most hospitals 
specify ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. This 
label insures the absolute sterility that is difficult to attain 


in hospital-made gauze. 


Available in 6 sizes 


IN DISPOSABLE PLASTIC TUBES 
%" x 72” selvage-edged strips, 6 to box 


IN HEAT-SEALED FOIL ENVELOPES 
3” x 3” pads, open to 3” x 9” strips, 6 to box 
1” x 36” strips, 6 to box 
3” x 18” strips, 6 to box 
3” x 36” strips, 6 to box 
6” x 36” strips, 6 to box 


PROFESSIONAL PRODUCTS DIVISION 
Chesebrough-Pond’s Inc., New York 17, N. Y. 


VASELINE STERILE 
PETROLATUM GAUZE 


"TIS 
STERILE! 


card as taken from the order sheet. 

The new form (Fig. 2) makes it 
possible to dispose of the pharmacy 
prescription requisition, which pre- 
viously was made out by a nurse 
for each prescription ordered. The 
new order sheet consists of two 
identical collated forms, which re- 
semble three pharmacy requisition 
tickets printed together. The form 
tickets are perforated only on the 
second sheet of the form. 


The new system works as fol- 
lows: 

1. When the physician decides 
that his patient needs a special 
drug, he writes the drug order on 
the new form along with other 
needed treatment and medication 
orders. The nurse completes the 
heading of the form with the pa- 
tient’s name, date, room number 
and the doctor’s name. She then 
tears out the perforated ticket on 
the second sheet of the form, which 
is in the doctor’s own writing, and 
sends it to the pharmacy. The 
pharmacist deciphers the order, 
prepares the prescription and sends 
it to the floor with detailed ad- 
ministration instructions on the 
prescription label. 

2. When the nurse removes a 
perforated ticket from the order 
sheet, she draws a line through 
all the unused lines in that section 
of the form so that the physician 
can’t write orders in a section of 
the form where the duplicate ticket 
has been removed. 

3. When the prescription is re- 
ceived at the nurses’ station, the 
medicine card administration in- 
structions are copied from the 
label on the prescription and 
checked against the original so 
that there is complete agreement. 

4. As each order is done, the 
nurse checks it off and initials the 
order on the physician’s order 
sheet. 


FIVE BENEFITS 


This form, in use for five months, 
has proven to offer a number of 
advantages: 

1. There is no possibility of a 
transcription error in writing a 
pharmacy requisition. 

2. Prescription orders reach the 
pharmacy and return to the nurses’ 
station faster than ever before. 

3. The pharmacist is better able 
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to decipher the physician’s writing 
than most nurses and to discuss 
any confusing points about the 
order with the physician. 

4. There is no longer any con- 
flict regarding medication admin- 
istration instructions because the 
instructions are copied from the 
prescription label. 

5. The physicians are writing 
“take home” prescription orders 
on the new chart form instead of 
filling out a separate prescription 
order blank. The result is an un- 
expected 5 per cent increase in 
“take-home” orders, 

Including development and setup 
costs, the new forms cost $305.80 
for 10,000. The printer assures us 
that future orders will cost less. 
The old forms and their costs are 
as follows: 


10,000 old physician’s 


the drug name and location, along 


order sheet $104.50 with the general instructions, and 
10,000 pharmacy requisi- on the reverse side is the charge 
tions 48.35 ticket. The envelope is perforated 
10,000 pharmacy prescrip- to facilitate opening and to protect 
tion blanks 32.33 the charge ticket when opened. 
campeon The names of the drugs and the 
Total cost $185.33 


We are convinced that the added 


cost of the new forms ($120.47) is 
more than offset by the improve- 
ment in patient safety, accuracy, 
service, increased business and the 
reduction in nursing time. 


With the ever increasing number 


of forms used in hospitals, we be- 
lieve that we have made a step 


in 
a 


the right direction by devising 
system which uses one instead 


of three forms and reduces the 
time required in their preparation 
and use at the nurses’ stations. ® 


NOTES AND COMMENT 


Envelope system for floor medications 


The availability and control of floor supply drugs has long created 
problems for nurses, pharmacists and accountants. Luther Hospital, Eau 
Claire, Wis., has developed an envelope method of handling floor supply 
medications, which has proved to be a simple, effective control. Although 
the envelope method is not new, it is thought that this hospital’s improve- 


ments in the method will be of 
interest to other institutions. 

A survey was made of each 
nursing station to see what drugs 
were needed. These drugs are for 
emergency use when the pharmacy 
is closed. This is an arbitrary list 
to which drugs can be added or 


make the change for drugs used 
had to be developed. 


This envelope (see figure) was 


devised to accomplish these three 
things. On one side is a place for 


location of the supply are typed 
on the envelope by various clerical 
people as a fill-in job. The phar- 
macist fills the envelopes and places 
the supply on the floors. Both the 
floor and the pharmacy have a 
copy of the inventory on a particu- 
lar floor. This is checked weekly. 

When the nurse needs a drug 
from her supply, she administers 
the drug, writes the patient’s name 
and room number on the envelope 
and puts the empty envelope in 
her out basket. Then it is picked 
up by the messenger and taken 
to the pharmacy. The pharmacy 
prices the drug, restocks the floor 
supply and sends the envelope to 
the business office so that the 
charge can be made to the patient. 

It has been found that this sys- 
tem offers these advantages: 

1. There is complete control over 
the drugs on floor supply. 

2. It makes more drugs readily 
available on the floor to the pa- 
tient. 

3. It puts some automation in 
the program.—PAUL BJERKE, phar- 
macist, and LESTER C. MISSMAN, 
accountant, Luther Hospital, Eau 
Claire, Wis. 


from which they can be deleted. UTHER HOSPITAL PRARUCY 
After the floor supply drugs had Enveloped Drugs 3 
of 
been selected for each station, a a4 ee 
way to control the supply had to seins erik 
be found. An easy method for the returned to the Pharmacy each week. 
nurse to restock her supply and | awe | ant | | 
4 Abbocillin 
2 Maremalin Chloride 
2 Caffeine with Sodium Bonsate 
4 Codilenid 4 
4 PHARMACY | 
NO. DESCRIPTION AMOUNT ROOM # 
2 Dramamine 
Abbocillin DA 
— KCL } grams 
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Cedilanid IV 2 
Dela Products Sodium Amytal gr. 3% 
mytel 
Ergotrate gr. 1/320 Sodium Amytal gr. 7% 
Eye Preparations Sparine 
icilli 1 Vitemin kl 
— = Inventoried an floor by: Checked in Pharmacy ly: 
Phenobarbital Sodium gr. 2 SRS Penicillin 
we 
Phenobarbital Sodium gr.5 Trilafon 
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program... 


modern chemistry’s answer 
to environmental sanitation 


+4 | Enlightened sanitation administrators everywhere are 

ee : | adopting the Airkem program for a healthier* environment. 
Why? 

_ Because the Airkem program is both comprehensive and 
effective. It brings to bear 20 years’ intensive research on odors 
and sanitation to help you provide healthier facilities . . . often 
at substantial savings, or with no increase in present costs . . . 
yet you get so much more. 


Just one example—Airkem A-3. This unique product combines 
a i a synthetic detergent with a registered hospital disinfectant 

4 to fight cross-infection, plus Airkem’s unique odor counteractants 
| to combat odors and leave an air-freshened effect. 


A-3 is but one element in the Airkem program. Another is 

the use of special counteractants which, introduced through 
air conditioning ‘systems, control odors and provide an 
air-freshened effect. We would like to demonstrate to you the 
benefits of our program. Airkem distributors, located 

in key centers of the U.S. and Canada, are ready to serve you. 
Call your local Airkem representative direct, or write 

John Hulse, Airkem, 


*The World Health Organization defines “health” as, “not only freedom 
from disease, but the well-being and comfort of the human being.” 


AIRKEM, INC., DEPT. HS-860 241 Eost 44th Street, New York 17, N.Y. COPYRIGHT AIRKEM, INC. 1960 
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equipment and sufjply review 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


Knife serrator (15E-1) 

Manufacturer's description: Precision en- 
gineered, this serrator is scientifi- 
cally designed to prolong the life 
of serrated knives, by keeping 
them serrated without cutting 
deeply into the knife blade and as- 
suring a standard uniform cut each 
time. Easy to operate, the serrator 
is rustless and light. The cutting 


tool which operates on a bronze 
bushing is made of the finest steel. 
Each wheel will serrate 500 to 700 
knives and will sharpen 1000 to 
1500 already serrated knives in ad- 
dition. International Edge Tool Co., 
Inc., Dept. H13, 451 15th Ave., 
Newark 3, N.J. 


Spray-on surgical dressing 
(15E-2) 

Manufacturer's description: Now avail- 
able in three sizes—3, 6 and 12 
oz.—is this spray-on surgical 
dressing. The pale yellow tint 
which formerly helped to define 
the dressed area has now been 
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eliminated because familiarity 
with the spray-on technique has 
removed the necessity for such aid. 
The three sizes find application in 
surgery, for general utility and on 
dressing carts. Aeroplast Corpora- 
tion, Dept. H13, 420 Dellrose Ave., 
Dayton 3. 


Frozen fruit punch (15E-3) 
Manufacturer's description: These new 


frozen fruit punches are essentially 


STRAWBERRY 
RASPBERRY | 
LEBAOM 


a combination of fresh lemon juice 
and the fresh fruit puree concen- 
trated and frozen to protect the 
flavor and health values of fresh 
fruit. There is no added citric acid 
or artificial flavors—all that has 
been added is a minor amount of 
sugar syrup. The punches are a 


good source of Vitamin C. Sunkist 
Growers, Consumer Service Div., 
Dept. H13, Box 2706, Terminal 
Annex, Los Angeles 54. 


Nylon scouring pad (15E-4) 
Manufacturer's description: The non- 


woven nylon scouring pad cannot 
rust or splinter and can be rinsed 
out and used time after time. Be- 
cause of the pad’s toughness, there 
is little danger of particles getting 
into food or equipment; and scour- 
ing is not a problem because the 
pad is easily rinsed. A scouring 
medium bui to the pad cannot 
wash out and is not affected by hot 
water, most solvents or detergents. 
The pad is large enough to be 
folded to provide additional hold- 


Chicago 11, Illinois. 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
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ing ability. Minnesota Mining and 
Mfg. Co., Dept. H13, 900 Bush 
Ave., St. Paul 6. 


Electroluminescent light (15E-5) 

Manvfacturer's description: This novel 
night light plugs into standard 110- 
volt outlets, burns for a year on 
less than three cents worth of elec- 
tricity, and has a life expectancy 
of almost five years of continuous 
burning. It provides a soft, green 
light source 3% in. in diameter, 


which illuminates a small area 
without creating distracting light 
at a distance. Made of a thin ce- 
ramic plate coated with electro- 
luminescent phosphors, the light 
meets U.L. requirements. Sylvania 
Electric Products, Lighting Prod- 
ucts Div., Dept. H13, 1740 Broad- 
way, New York. 


Baseboard scrubber (15E-6) 

Manufacturer's description: Baseboards, 
mouldings and floor edges can be 
scrubbed and scoured in one opera- 
tion with this baseboard scrubber. 
The tool has six rows of resilient 
palmetto fibers that remain strong 
and rigid under both wet and dry 
conditions. Fibers are wire-stapled 
into and extend two inches out of 


a lacquered hardwood block which 
measures 5% in. by 2% in. The 
Fuller Brush Co., Dept. H15, In- 
dustrial Products Div., East Hart- 
ford 8, Conn. 


Foamed plastic cup (15E-7) 

Manufacturer's description: Lightweight 
and sturdy, these foamed plastic, 
disposable drinking cups are made 


for use with hot and cold drinks. 
The foamed plastic acts as an in- 
sulator to maintain beverage 
temperature and allow handling 


comfort. The one-piece molded 
construction eliminates seams and 
prevents leakage. The cup won’t 
get soggy or allow taste transfer 
to spoil the flavor of a beverage. 
Cups are available in six, eight 
and 12-ounce sizes. Mid-West-Pak 
Corporation, Dept. H15, Belvidere, 
Ill., or Crown Plastic Cup Co., Dept. 
H15, Fort Worth. 


Safety stands (15E-8) 

Manufacturer's description: The danger 
of costly accidents because of wet 
floors can be reduced through the 
use of this safety stand. The stands 
are highly visible, two-sided signs 
riveted to galvanized, nonrusting 
steel frames. Nonmarking rubber 


WET 
FLOOR 


CAUTION 


feet prevent slipping. The self- 
folding stands are fully assembled, 
and packaged in sets of five. Each 
set comes complete with its own 
metal wall bracket for space-sav- 
ing storage off the floor. Walton- 
March, Dept. H13, 1592 Deerfield 
Rd., Highland Park, 


Automatic bed (15E-9) 

Manvfacturer's description: Al] automatic 
beds manufactured by this com- 
pany are now listed by Under- 
writers’ Laboratories for use with 
oxygen administering equipment of 


the nasal catheter or mask type 
and the one-half-bed-length, 
standard oxygen tent canopy. An 
advanced performance feature of 
the Hi-Lo bed includes twin con- 
trol units that permit completely 
individual movement of the bed 
ends and the spring. Royal Metal 
Mfg. Co., Dept. H15, One Park 
Ave., New York 16. 


Speech therapy unit (15E-10) 

Manufacturer's description: This portable 
“booth” for listen-respond and oral 
drill in speech and language prac- 
tice eliminates the need for special 
booths or equipment. The unit is 
available with or without built-in 


= 


speaker, microphone and system 
wiring for lesson broadcast, instruc- 
tor monitoring and intercommuni- 
cation. Standard electronic compo- 
nents are used, making the unit 
adaptable to all language labora- 
tory equipment. Endless, repetitive 
magnetic tapes for continuous play- 
back on standard recording sys- 
tems and cartridge loaded tape 
repeaters are available from the 
company. Cousino Electronics 
Corp., Dept. H15, 2100 Ashland 
Ave., Toledo 1. 


Door plate (15E-11) 
Manufacturer's description: Made of plas- 
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Makes Hospitals More Efficient, Pays for Itself in Savings 


Symbol of forward thinking in medical care is the 
Johnson thermostat on the hospital room wall. With 
specially planned air-conditioning and temperature 
control systems by Johnson, today’s hospitals can 
be sure of providing ideal thermal conditions for 
patients’ health and comfort. 


At the same time, a pneumatically operated John- 
son System helps pay for itself through impressive 
savings on building operating costs and through the 
provision of a more productive working environ- 
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ment for the staff. And, since pneumatic controls will 
far outlast any other type of controls, you compound 
the savings when you specify Johnson Control, 


Leading hospitals everywhere enjoy the unmatched 
performance and economy features of Johnson Air- 
Conditioning and Temperature Control Systems. 
When you build or modernize, ask your architect, 
consulting engineer, or nearby Johnson representa- 
tive about the advantages of Johnson Control. 
Johnson Service Company, Milwaukee 1, Wisconsin. 
105 Direct Branch Offices, 


CONTROL 


PNEUMATIC SYSTEMS 
DESIGN © MANUFACTURE © INSTALLATION © SINCE 1885 
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tic, this door plate carries the num- 
ber of the room and permits the 
name of the occupant to be changed 
at will. It finds ready use in in- 
terns’ and nurses’ residences, ex- 
ecutive offices and physicians’ hos- 
pital offices. The door plates can be 
made to order in any size and in 


F 


| 


| Dr. LIVINGSTON | 


any combination of colors and in- 
scriptions. The sign illustrated is 
white, 1% in. by 4 in., with en- 
graved, black-filled numerals. The 


interchangeable insert is black 


plastic with engraved white letters. 
J. S. Packard, Inc., Dept. H15, 200 
Hudson St., New York 13. 


Rescue breathing device (15E-12) 
Manufacturer's description: This device, 
to permit “mouth-to-mouth” res- 
cue breathing by untrained per- 
sons without personal contact with 


the victim, separates the rescuer 


from the victim in a sanitary man- 


ner. The rescuer breathes through 


a special tube to inflate the vic- 


tim’s lungs; as the victim’s lungs 
deflate, a unique one-way valve 
directs his breath away from the 
rescuer’s mouth and face. Nothing 
is inserted in the throat of the vic- 
tim to cause gagging or injury. 
Venti-Breather Products, Inc., 
Dept. H15, 725 Fifteenth St., N.W.., 
Washington 5, D.C. 
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SEE COUPON, PAGE 65 


Wheel chairs (15EL-1)—Described 
in a three-color, 16-page catalogue 
are more than 50 different models 
of folding wheel chairs and acces- 
sory equipment for the chairs. The 
catalogue was designed for easy 
reference, so the wheel chairs have 
been classified into four major 
areas, each indicated by master 
code numbers. The folding wheel 
chair classifications are adult, 
youth, juvenile, and child. The 
Colson Corp., Dept. HL13, 7 S. 
Dearborn St., Chicago. 


Safety relief valves (15EL-2)—This 
28-page catalogue describes and 
illustrates a complete line of safety 
relief valves for marine service, 
fire pump service, hydraulic pres- 
sure systems, liquified gases, 
chemical corrosive service and 
general industrial service. Useful 
sizing information, capacity tables, 
weights and dimensions, and ap- 
plication data are given to simpli- 
fy valve selection. Write for cata- 
logue FE-138. Farris Engineering 
Corp., Dept. HL13, 602 Commercial 
Ave., Palisades Park, N.J. 


Nuclear instruments (15EL-3)—The 
catalogue shows a full line of nu- 
clear instruments for the medical 
field. It features a self-contained 
isotope laboratory that grows to 
meet expanding needs. The basic 
system handles a limited radio- 
isotope program, but integrated 
instruments can be added as 
needed to handle practically any 
isotope diagnosis or therapy. Write 
for catalogue M-61. Nuclear Meas- 
urements Corp., Dept. HL13, 2460 
N. Arlington Ave., Indianapolis 18. 


Food warmer (15EL-4)—Six models 
of the moist heat food warmer are 
presented in an illustrated six-page 
catalogue. The process by which 
temperatures are automatically 
maintained for individual foods is 
described in detail. Charts show 
where the indicators should be 


. set to maintain correct tempera- 


tures, when operating with the 
covers on and with them off. Write 
for catalogue S-341. The Bastian- 
Blessing Co., Dept. HL13, 4203 W. 


‘Peterson Ave., Chicago 46. 


Oxygenator (15EL-5)—A low vol- 
ume pump oxygenator which re- 
quires no direct donor blood prim- 
ing is described in detail and 
illustrated in a brochure. Clinical 
use is reported in the brochure as 
well as a description of its method 
of operation. The Foregger Co. Inc., 
Dept. HL13, Roslyn Heights, N.Y. 


Air conditioners (15EL-6)—A four- 
page, illustrated bulletin describes 
a line of packaged multi-zone air 
conditioners. It illustrates and de- 
scribes both the single-zone, basic 
unit and the multi-zone design. 
Simple line drawings are used to 
illustrate available arrangements 
and location of basic elements. 
Write for bulletin 8625. American- 
Standard Industrial Div., Dept. 
HL13, Detroit 32. 


Vision management (15EL-7)—This 
12-page booklet describes a device 
used in hospitals for many sched- 
uling purposes, such as scheduling 
nurses’ training, operating rooms 
and maintenance of plant and 
equipment. The Visual Controls 
Co., Dept. HL13, P.O. Box 93, 
Norwalk, Conn. 


Generator (15EL-8)—Picturing sev- 
eral hospital installations, the bro- 
chure is illustrated in color and 
contains a clear, easy-to-read chart 
describing each generator set. 
Showing continuous and maximum 
kilowatt rates, the chart also gives 
model numbers and engine di- 
mensions. Brief specifications and 
multi-engine generator sets are 
also included. GM Diesel, Dept. 
HL13, Detroit 28. / 


Incinerator standards (15EL-9)— 
These standards define incinerator 
terminology, analyze waste, class- 
ify incinerators and state specifi- 
cations of incinerators by classes. 
Tables show the broad classifica- 
tion of wastes to be incinerated 
and the maximum burning rate of 
various type wastes. The publica- 
tion price is $1. Incinerator In- 
stitute of America, Dept. HL13, 
420 Lexington Ave., New York 17. 
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How Many these prestige-building radiation tec 


are benefiting your hospital's patients 


X-RAY IMAGE- CATION 
brighter, more effective fluoroscopy 


done in a normally-lit room, with less 
radiation to patient and staff. 


X-RAYS 


remote viewing of fluoroscopic proce- 
dures provides better teaching, op- 
portunity for wider consultation. 


EXPLOSION-SAFE O.R. X-RAY CARDIAC RADIOLOGY 
protection for patient and O.R. team pictures progress of cardiac catheteri- 
against hazard of explosive anesthetic zation for better diagnosis and forecast 
gases in the Operating Room. in open-heart surgery. 


NUCLEAR MEDICINE 


reliable body function-testing, eg., thy- 
roid, liver, kidney accurate blood, 
plasma, red cell volume measurement. 


“PIX"’ X-RAY DEVELOPMENT 


yields preferred-quality radiographs 
with 25% less radiation to patient. 


COBALT®® AND CESIUM!’ THERAPY 


better depth-dosage, less skin and 
bone damage, less radiation sickness, 
in radiation treatment of cancer. 


employment of radioactive tracers 
looking to development of new clinical 
technics, drug improvement, better 
understanding of metabolic processes. 
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The hospital that offers attending doctors and patients 

the benefits of these advanced radiation modalities earns—and profits 
by—the high professional standing and community regard it enjoys. 
Is your hospital in step with the remarkable progress 

being made in this exciting new field? 


A talk with your local Picker representative may well be rewarding. 
PICKER X-RAY CORPORATION, 25 SOUTH BROADWAY, WHITE PLAINS, N. Y. 
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Another Modern School Speeds Food Service 


ig Floyd Winslow Grade School, Rush-Henrietta, N. Y. Architect: Benedict Ade, Rochester, N. Y. Toledo Installation by Main-Ford General Supply Co., 
a Supervising Principal, John Parker; Cafeteria Director, Mrs. Kay Zoppoth. Rochester, N. Y 
a. In public and private institutions the nation over— 
a wherever groups must be fed efficiently and economically 
Pe. —you’ll find Toledos on the job. The new Floyd Winslow 
zi School in the Rush-Henrietta Central School System at 
a Henrietta, N. Y., is a good example. Its forward-thinking 
+- | planners designed this ultra-modern new school with the 
ee educational needs of tomorrow, as well as today, in mind 
a, . . . one of the many reasons why Toledo kitchen machines 
pen: were selected. In the years ahead, the Floyd Winslow 
ae School cafeteria will continue to provide the same efficient 
ie food service its faculty and students enjoy today. 
ai: Whether your volume requirements are large or small, 
2 Toledo’s wide line makes it easy to select the equipment 
se that fits your needs. Let us show you the exceptional 
A advantages of installing Toledos in your kitchen. Or write 
a | for Bulletin SD-3814— your guide to the latest in 
a kitchen efficiency. = 
oa | in 1 to1% minutes. 


a 


Toledo rit Dishwasher with Prewash makes dishes and glassware sparkle. Toledo Disposer is wom engineered for long, 
Features exclusive Panoramic door. maintenance-free service... provides easy, sanitary 
disposal of food wastes. 


Division of Toledo Scale Corporation © 245 Hollenbeck St., Rochester, N. Y. 
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Disposers . . . Heavy- Peelers . . . Offer fast, Dishwashers . . . Fast Hi-Speed Choppers... 
: Combi handsome duty for fast, troubie- double-action peeli thorough. de ndable. 7 Powerful. heavy-duty 
easy free operation. Full with abrasive on bo Available in door, designed. 
he > Wy Pe ration. Easy to choice of sizes from disc and cylinder. Low counter, soauuner and q in performance a 
}_—= —< an—parts tilt away % HP up to 3 HP waste. Po and rackless types. Ad- ; arance. Full ran 
4) or are quickly remov- available in a wide cabinet type. vanced design, easy models from 1 
— able. Efficient sharp- selection of cone sizes. ning. HP to 25 HP. 
ening. Positive gauge 
plate control. 


TODAY, MORE THAN EVER, IT PAYS TO GO TOLEDO ALL THE WAY! 
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Tod service and dietetics 


LTHOUGH the author is not an 
A expert on the mechanics of 
budget building, he has very defi- 
nite ideas on what a budget should 
do, what one should be able to do 
with it, and who should be boss— 
the administrator (using the term 
generically), or the budget. 

There are four important points 
to remember in building budgets, 
these are: 

1. Don’t make a budget just for 
the sake of budgeting. The budget 
should be a useful, flexible, ad- 
ministrative tool. 

2. The institutional budget is no 
more, no less than the sum of the 
individual departmental budgets. 

3. Be impartial in budgetary al- 


locations, but let the budget be an . 


honest projection of experience 
and instrument for the implemen- 
tation of objectives. 

4. Do not try to develop a bud- 
get, whether it be for a section, 
a department, or the institution as 
a whole, without finding out what 
is happening at all levels within 
the institution and then build the 
budget within this frame of refer- 
ence. 


BUDGET: ADMINISTRATIVE TOOL 


The primary reason for having 
a budget in a hospital or any or- 
ganization is to provide a useful, 
flexible, administrative tool. But 
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AREN'T BUILT 


GOOD BUDGETS 


IN IVORY TOWERS 


this doesn’t mean any kind of a 
budget. This budget must be more 
than a painstaking diary of ex- 
penditures. It must be more than 
a mechanism to enable one to pre- 
pare elaborate monthly reports 
that contain a great deal of in- 
formation which may not be very 
helpful to anyone. 

In order to be a useful adminis- 
trative tool, the budget needs to 
be alert. An alert budget is one 
that automatically notifies a par- 
ticular department when it ap- 
proaches the point of overexpendi- 
ture in any given fund or account. 
This budget also signals the de- 
partment when an employee for 
whose position the budget con- 
tains no provision is placed on the 
payroll. This kind of budget also 
has extensions which tie directly 
to perpetual inventory and inven- 
tory control. 

A budget must also be clever. 
The clever budget must know how 
much information to disclose. Bud- 
gets are filled with such types of 
information as, “Did this depart- 
ment get more for supplies and 
equipment this year than another 
department?” “How much is the 
head of this department earning 
as compared with the head of 
another department?” Such infor- 
mation is vitally important, but 
not to everyone. The author be- 


lieves the master budget should be 
restricted—that is, of limited cir- 
culation. 


One never builds an institutional 
budget without starting with the 
departmental budgets, and the very 
same considerations which are in- 
corporated in the institutional bud- 
get as institutional policy go into 
the individual departmental bud- 
gets. In fact it is the departmental 
budgets, in the aggregate, which 
give the institution’s budget its 
personality and characteristics. 
The whole is but the sum of its 
parts. 


IMPARTIALITY: BEST RULE 


The administrator cannot afford 
to caution one department head 
to economize and at the same time 
lead another department head to 
understand, “This has been a good 
year, so pad the budget a little.” 
This is one of the best ways to de- 
stroy an institutional organization. 

The same word of caution ap- 
plies, for example, to hospital food 
service directors. If the budget is 
low, the director of food service 
should be certain that he is equally 
cautious in budgeting each of the 
kitchens or departmental subsec- 
tions under his direction. This is 
not to imply that one department 
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or one section will not have a 
much larger (in terms of dollars 
or numbers of personnel) budget 
than another. Nor does my state- 
ment mean to imply that a hospital 
dietary department cannot have a 
kitchen which provides a deluxe 
type service in the institution as 
compared to the standards main- 
tained for the personnel dining 
room. 


BUILDING THE DIETARY BUDGET 


Who builds the budget within 
the specific framework of the di- 
etary department? The answer is 
almost everyone in the department 
—the cook who is economical or 
wasteful, the floor dietitian or 
technician who is observant to 
portions and food preferences, the 
salad girl who “throws out” in- 
stead of “cutting out” bad spots, 
to name a few. 

Having put a budget together, 
the next step is to develop a pro- 
gram for maintaining good rec- 
ords. One can record oneself to 


death, but someplace between keep- 


ing track of everything and keep- 
ing track of nothing lies the golden 


mean of keeping those records 
which will be useful to the de- 
partment head. With the mainte- 
nance of good records, there is a 
basis for comparing experience 
with expected needs. Making an 
intelligent guess based on this 
comparison is sometimes called 
projection, sometimes extrapola- 
tion, but usually and most simply 
it is called “planning for the fu- 
ture’, 

All that budget preparation 
amounts to is giving oneself a con- 
venient guide for a planned future. 
With records of what has been done 
and what the costs have been one is 
ready to assess one’s program. This 
is essentially a policy determina- 
tion the responsibility for which 
does not lie basically or exclu- 
sively with the top administrative 
level in the hospital. This policy 
determination is made largely in 
the area of consumer relations. If 
patients do not like the food and 
the administration is so notified, 
it may mean that more money will 
have to be spent for raw food. It 
may mean that special heated food 
trucks or carts will have to be 


purchased in order to bring food to 
the patient at a satisfactory tem- 
perature. It may mean that more 
tray maids are needed to deliver 
patients’ trays expeditiously. 

Obviously, the kind of assess- 
ment outlined is more easily dis- 
cussed than done. Certainly here, if 
anywhere, it is vitally important to 
provide adequate and dynamic 
channels of communication. The 
geniuses at the bottom of the hier- 
archy cannot contribute to the ef- 
ficient management of the depart- 
ment unless there is a means by 
which they can reach the persons 
who make the final decisions. 

Unreported compliments as well 
as complaints might as well not 
be made, unless both, and I think 
they are equally important, are 
related through established chan- 
nels of communication. There is 
great danger in the “armchair” ad- 
ministrator who doesn’t see things 
“first hand” or who doesn’t provide 
channels (and educate his person- 
nel to their use) by which he can 
communicate directly with func- 
tioning units. 

(Continued on page 75) 


Contented Patients 
\ ate the best kind 


$80 for 10,000 


j USE HOSPITALS’ SELECTIVE MENU SHEETS 
now available in packets 

$10 for 1000 


AMERICAN HOSPITAL ASSOCIATION 


840 North Lake Shore Drive 
Chicago 11, Illinois 
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with KRAFT’S INSTANT POTATOES! 


Whether you need 1504portions for the nadean or only 10 to avoid run-out, 
Kraft’s new Instant Potatoes are definitely your answet hw f _ 
Dietitians, distinguished ch®fs and thousands of cooks have quickly gone from 
a trial case to a regular order basis. No wonder. For only 2¢ a portion (3-0z.), they 
can serve Kraft Instant Potatoes—fluffy mashed potatoes with the Naver ae 
taste and tare of high-quality fresh Idahos. 
“Now anyone,” a food manager happily remarked, “can pre- 
pare mashed potatoes in a couple of min s.” One No. 10 (6-1b.) 
can of Kraft Instant Potatoegsmakes at least 150 serv- 
ings—without KP duty and pé@rishable potato problems. They 
hold’up beautifully on the sfeamtable. 
There’s a dramatic differ¢mee between Kraft Instant Potatoes» 
and others. They’re so excellent, and so economical and effort- 
less to use, you can depend om them exclusively for all your 
mashed potato requirements. For sample packet, or trial order, 
see your Kraft man. 


Serve Baked Potatoes in foil bosts, F 
lip-smackin’ flavor use Kraft instant 
tatoes and a sharp cheddar 
Kraft’'s Mohawk Valley brandi Broce 
Spears and & lamb clas m 
this a mem. 


so easy to 
give this 
touch, as do country 
ower veal cutliet and 
with Casino dressing. 
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: KRAFT FINE PUDDING AND PIE FILLINGS 
7 
: Operators whose quality standards demand “the best” have put Kraft 
; Puddings and Pie Fillings on their purchase lists. For these products 
a are the finest of their kind. With them, you can make dozens of delicious 
Jaa yet low-cost desserts. Takes little time and less labor. Recipe cards are 
bes available from your Kraft representative. 
aa KRAFT PUDDINGS: Chocolate, Lemon, Vanilla, Butterscotch, 1% and 5-lb. pkgs. (Lemon 1% and 5-Ib.) 


Pe 


DESSERTS 
“TOO GOOD TO SKIP” 


made with Kraft Gelatins and Puddings 


Desserts are a sweet source of profit—sales you don’t 
want to miss! It’s up to you to break whatever sales 
barrier makes some customers say “No.” If you try, 
you can please them all. Give patrons a choice—plain, 
fancy, large, small, low-calorie, rich. With Kraft’s fine 
Gelatins and Puddings, you can offer a variety that 
will help you get favorable “dessert decisions” from 
many more customers. 


Kraft's new gelatin formulas give you that special balance of prop- 
erties found ideal for quantity food service. Colors are exceptionally 
clear and bright. Each flavor has its characteristic ripe-fruit taste. 
Gel strength is adjusted for fast set and extended holding periods. 
You'll like Kraft’s gelatins ... your patrons will, too. 


KRAFT 
GELATINS 
Raspberry Lemon 
Cherry Lime 
Strawberry Orange 


1% and 4%-lb. 
pkgs. 


Kraft... for good food and good food ideas 
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If one is to build a sound or- 
ganization, it must be built on a 
foundation of financial stability 
and considered action, and, in the 
author’s opinion, the most impor- 


tant single structural member in 
this edifice is the budget. Build it 
carefully—W. J. SILVERMAN, di- 
rector, Michael Reese Hospital, 
Chicago. 


HOSPITAL FOOD SERVICE 


— Hawauan style 


W™ HAWAIIAN statehood established, hospital dietitians in Hawaii’s 
sister-states may be interested to know the popular foods and special 
food service problems in the Islands. A typical example of hospital food 
service operation in Hawaii is St. Francis Hospital, Honolulu, a 225-bed 
general hospital conducted by the Sisters of St. Francis of Syracuse, N.Y. 


The patient population is a melt- 
ing pot of Chinese, Filipinos, Jap- 
anese, Hawaiians, Koreans, Portu- 
guese, Puerto Ricans and “Haoles”’ 
(Caucasians). These backgrounds 
have influenced the diets served 
daily in Hawaii’s hospitals. Cos- 
mopolitan menus have been de- 
veloped, although the very popular 
American hot dog and hamburger 
appear frequently on the menu. 
Food habits have fused also, and 
with the exception of very special 
occasions, one would rarely find 
a complete menu confined to one 
type of racial foods. 

Then, too, food habits have 
changed among those of the 


— 


younger generation, who know 
little about the foods served in the 
homelands of their parents. Many 
do not adhere to racial food habits 
in their own homes; their menus 
are cosmopolitan, too, therefore, 
in the hospital we do not try to 
please the many racial groups rep- 
resented. 

Menus are planned on a five- 
week cycle and are altered to use 
available produce and to observe 
special holidays or occasions. 


BREAKFAST IN HAWAII 


Breakfast in Hawaii is similar to 
mainland fare. Hawaii is fortunate 


« 


WHEN an improvised lvav is served in the cafeteria at St. Francis Hospital, Honolulu, Hawaii, 
the women servers wear their muumuus or holomuus, leis around their necks and a flower 
in their hair, while the men and bus boys wear bright-colored aloha shirts. 
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ARNOLD 5S. LANE, Director, 
Point Pleasant Hospital 
Point Pleasant, New Jersey 


‘‘We Find Paper Food 
Service the Most 
‘Sanitary-Safe’ Method” 
Beautifully-equipped Point Pleasant 
Hospital has used paper service for 


all meals, nourishments, and 
medications since 1953. 


Mr. Lane emphasizes that yt 
is the only sanitary and safe food 
service. (In the past 6 years, there 
has not been a single case of cross 
infection in this 150-bed hospital.) 


Savings average about $7,000 a 
year in serving food, according to 
Mr. Lane. He estimates that costs 
would have been $17,000 under 
his old system with conventional 
equipment. With paper, only 
$9,940.70 was spent in 1958. The 
biggest savings are in dishroom 
salaries and clean-up. Also, the 
patients and staff appreciate the 
lightweight and noiseless 

qualities of all-paper service. 


SEND 25¢ FOR FACTFUL BOOK 


Sixty pages of helpful information on 
all phases of food 
service. Complete 
with cost studies 
and case histories 
of money-saving 
ideas from hun- 
dreds of restau- 
rants and institu- 
tions. Send 25€ in 
coin to: 


The Paper Cup and Container Institute, inc. 
250 Park Avenue, New York 17, N. Y. 
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in having a year-round supply of 
papaya, a nutritious and popular 
breakfast fruit. Farina or oatmeal 
is offered daily. These are preferred 
to other types of cereal. Some 
Orientals prefer soft rice (similar 
to mainland-style cooked rice) to 
cereal for breakfast. Eggs are pop- 
ular and are served any style. 

A mainlander would be sur- 
prised to find Vienna sausages 
on an Hawaiian breakfast menu. 
Toast, French toast, pancakes, 


sweet rolls and hotbreads are also 
served. 

Guava jelly is always available 
and is preferred to strawberry jam. 
Coffee is served only for breakfast, 
although it is served upon request 
at other meals. Tea is preferred by 
the Orientals (no cream, sugar or 
lemon), and the Filipinos prefer 
coca. 

Fresh hibiscus picked on the hos- 
pital grounds are frequently placed 
on the morning trays. 


Dri-Heat centralized feeding 


At noon a racial dish is frequent- 
ly served, such as chow fun (Chi- 
nese dish), sukiyaki or hekka 
(Japanese), chicken luau (Hawai- 
ian), curry (Indian) or the popular 
hamburger. Korean short ribs and 
Portuguese sausage are served in 
the cafeteria. 

Rice is offered at noon and night. 
Islanders prefer it dry and carry 
rice balls in their lunch bags and 
eat them cold. 

Sushi is popular with the Japa- 
nese. This is steamed rice mixed 
with sweet vinegar sauce and veg- 
etables wrapped in bean curd. 

Poi is served upon request. Ha- 
waiians sometimes request it for 
every meal and always order it 
with fish or pork. We serve poi 


Bi : cocktail (a mixture of poi, milk, 
ok delivers hot food to patients os 
4 cuts your costs tween-meal nourishment. 

mt . Potatoes are served in usual 
Spe eds TOUT SETUICE mainland styles. They appear fre- 
zt “Too many cooks can spoil the broth”... quently as a choice rather than as 
a and your cost control picture as well. a standard menu item. 

wk keep costs down to a minimum by eliminat- (we purchase eecnd iched rice be- 
.% ing duplicate efforts in several kitchens—and cause brown rice is not well re- 
‘a you end food waste. Best . all, you oo ceived), bread is not placed on the 
4 increase menu variety and improve the 

i “patient appeal” of all the food you serve. tray. A supply of bread and sugar 


is sent with each cart at noon and 
night to fill any requests. 

Green vegetables are very popu- 
lar. We use a considerable amount 


Dri-Heat makes all this possible with a 
fully integrated system. Food is assembled 
on Dri-Heat assembly tables . . . in Dri-Heat 
hot plates (using Dri-Heat Pellets, Pellet 
Ovens and Oven Stands) ... then it is car- 


= 


Stotnless steel cover hos 
heet- -trap design 


ie ried to the patient in piping-hot, deliciously of frozen vegetables. Vegetables 
4% fresh condition in Dri-Heat Traycarts. And are cooked Oriental style (very 
B: os remember, the heat source stays with the short cooking time) and are served 
food after it has been delivered to the patient 
so that food stays hot until consumed. No 

‘Heat Hot Plote accommodates more “cold food complaints!” 
> , a any stendard china or plastic dish You can use all or part of the money- eties of cabbage than are known 
i — © saving Dri-Heat system depending on your on the mainland are served. Bean 
present equipment. Get full details today. sprouts are also used in many 

heating or ehiling Heart of the Dri-Heat system... Oriental dishes. 

oa = the finest hot-plate made! The most popular luncheon sal- 
oy Quality is immediately apparent in all Dri- ads are macaroni, potato and tuna. 
a: Heat products—and especially in this mag- Tuna or crab meat often is used 


nificent hot-plate. Scientifically engineered 
to provide air circulation around all sides of 
the heated pellet, it keeps food hotter. The 
heavily insulated, double-wall bottom shell 
stays cool to the touch. No soldered joints to 
come apart or break loose! 


to flavor potato and macaroni sal- 
ads. Namasu (pickled cucumber) 
(Japanese) is served with Japa- 
nese entrees. 

| Iced tea is a popular luncheon 
Se beverage during summer months. 


insulated stainless steel base 
‘protects diner’s hands. Double wall 


Regular mainland entrees are 
served at dinner. Chicken is served 
4 to all racial groups and each group 
Cant tases has its own special method of 

cookery and seasoning. Chicken 

DRI-HEAT FOOD SYSTEM, INC. ane perk are many Orien- 
tal dishes. Sometimes sweet-sour 

=f Chicago, Illinois spareribs (Chinese) or beef or pork 


| 


PELLET OVEN STAND 
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DINNER MENU ITEMS 
om 


teriyaki (Japanese) is served. Pork 
is the main entree on the Ha- 
waiian luau. 

Turkey, ground beef, lamb, veal 
and liver also appear regularly on 
the dinner menu. Roast goose or 
duck is rarely served at holiday 
time. 

Shrimp is used in great amounts. 
Shrimp tempura is traditionally 
served at New Year’s by the Jap- 
anese and is often served as “pu- 
puus” (Hawaiian term for appe- 
tizer). 

Fish is served every Friday and 
often during the week on the pa- 
tients’ menus. Mahimahi (fresh 
tuna) and au (sword fish) are the 
two favorite types of fish. Sashimi 
(raw fish with hot mustard sauce) 
is available upon request and is 
especially popular in the cafeteria 
on special occasions. 

Fruit is often served as a des- 
sert. Fresh pineapple is used a 
great deal in fruit cups, salads, and 
with iced tea instead of lemon. 

Ice cream, sherbet, custard, gel- 
atin and apple, lemon and coco- 
nut pies are favored. Pound cake 
(unfrosted) is served frequently 
as a dessert. Patients and person- 
nel prefer plain, simple desserts, so 
whipped cream, rich sauces and 
dressings are seldom served. 

Shoyu, ginger, garlic and mono- 
sodium glutamate are the season- 
ings most often used in cooking. 
Hawaiian salt is also used. “Ume”’ 
(small pickled plum) is available 
to Japanese patients. They believe 
that it is a protection against ill- 
ness. 

In the middle 1940’s physicians 
requested the Hawaii Dietetic As- 
sociation to compile a diet manual 
using Island foods. Even the Ex- 
change Lists for the diabetic diets 
include Island foods. This manual 
is the basis for all modified diets 
used in state hospitals. It is also 
used as text in nursing education 
programs. Since the diet manual 
was requested by the physicians, 
there has been no problem in gain- 
ing its acceptance. 

In addition to patients’ birthday 
celebrations, we try to observe 
holidays by carrying out the spe- 
cial color of the holiday (green for 
St. Patrick’s Day) or by use of 
racial foods. 


Sometimes an improvised luau 
is served to patients and personnel 
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on Lei Day (May 1), Kamehameha 
Day (June 11) or during Aloha 
Week, which is in October. The 
menu consists of Kalua Pork (roast 
pork in banana leaves), Chicken 
Luau (chicken cooked in coconut 
milk and taro leaves), Sweet Po- 
tatoes, Lomi Salmon (salted salm- 
on soaked, shredded and mashed 
with tomatoes and chopped green 
onions, with crushed ice added be- 
fore serving), Green Onions, Poi 
(grey, paste-like dish made from 
cooked and fermented taro), Hau- 


pia (velvet-smooth coconut pud- 
ding) and Pineapple. 

When a luau is served in the 
cafeteria, female personnel wear 
their muumuus or holomuus and a 
flower in their hair, and the bus 
boys wear aloha shirts. Often 
flower leis are sent to patients on 
Lei Day. Sometimes we duplicate 
the Aloha Week song (won by 
contest) and place it on patients’ 
trays during Aloha Week.—LORENE 
KULAS, chief dietitian, St. Francis 
Hospital, Honolulu. 


| “It all started when the patient in 316 
couldn’t wait for his Continental Coffee!”’ 


Write for free trial package 


( ( 
AMERICA’S LEADING COFFEE 


for Restaurants, Hotels and institutions 
CHICAGO+ BROOKLYN+ TOLEOO+SEATTLE 


77 


| FLOOR FLOoR FLOOR 
| 
Dy? ; 
- 


NOTES AND COMMENT 


Boston hospital patients select salad favorites 


Two salads are menu favorites of patients at Massachusetts General 
Hospital, Boston, reports Louise Hatch, director of the hospital’s dietary 
department. Miss Hatch has included the cheese ball salad and salad 


genese on her set of fall cycle menus beginning on p. 79. 
Here are the recipes for these menu items. 


CHEESE BALL SALAD 
(50 servings) 
Cream Cheese and Cherry 
3 Ibs. cream cheese 
1 pt. maraschino cherries, chopped 
coarse 


1. Use cherry juice to soften 


cream cheese. 
2. Combine ingredients. 


Snappy Cheese 
3 Ibs. mild cheddar cheese, grated 
1 ec. olives, chopped 


2 oz. can pimiento, chopped 


2 small green peppers, chopped 
1 ec. pickle relish 
1 large onion, minced 


1. Mix ingredients, using may- 
onnaise as binder. 


Creamed Spiced Cottage 
3 lbs. cottage cheese (small curd) 
1 oz. salt 


oz. pepper 
1 large onion, minced 


1 small bunch parsley, chopped 


1. Mix all ingredients. 
NOTE: Use No. 40 scoop and place 
1 ball of each mix in lettuce cup 
for each salad. 


SALAD GENESE 
(50 servings) 
1% Ibs. lemon gelatin 
1% lbs. orange gelatin 
2 c. chopped pecans 
1 Ib. shredded cheddar cheese 
1 Ib. shredded carrots 
4 c. drained crushed pineapple 


1. Dissolve gelatin in 4 quarts 
boiling water. Add 4 quarts cold 
water. Let stand until gelatin be- 
gins to set. 

2. Add remaining ingredients 
and mix well. 

3. Pour salad mixture into in- 
dividual molds. Let set. bd 


Fall Cycle Menu 
for the East : 


HE 21-pDay selective fall cycle 

menu and market orders for 
perishables are designed for hos- 
pitals in the East. These menus, 
which may be used during Sep- 
tember, October and November, 
feature foods popular in the east- 


. ern section of the United States. 


The menus in this issue are the 
third in a four-part series of fall 
cycle menus published in this 
Journal. Fall cycle menus for 
the Midwest and South-Southwest 
were included in the July 1 and 


16 issues of HOSPITALS, JOURNAL 


OF THE AMERICAN HOSPITAL ASSO- 
CIATION. Fall menus for hospitals 
in the North-Northwest will be 
published in the August 16 issue. 
In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 
This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 
Since one of the choices offered 
is designed for use on modified 
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diets, these menus can be used 
for both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served on sodium restrictive or fat 


The summer cycle menus, for use 
during August, were published in the 
April and May 1960 issues of this 
Journal. The Midwest and South- 
Southwest cycle menus were included 
in the April 1 and 16 issues, respec- 
tively. The May 1 and 16 issues fea- 
tured summer menus for the East and 
North-Northwest, respectively. 


restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or sub- 
stitute the water-packed variety 
for the diabetics. 

The market order for perish- 


ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 pa- 
tient and personnel meals at break- 
fast, 125 at noon and 100 at night. 
By using a multiple of 50, larger 
hospitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned fruits 
and fruit juices, dried fruits and 
vegetables, jellies, cake and pud- 
ding mixes, pickles, canned soups 
and canned vegetables. 

The standard is available upon 
request from the Association, 840 
North Lake Shore Drive, Chicago 
11, I. 


HOSPITALS, J.A.H.A. 


= 


PLEASE CUT ALONG THIS LINE 


Ist WEEK EAST FALL SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


Fresh Citrus Sections on Endive—French Dressing (F) 
or Cucumbers in Sour Cream 
Almond Macaroons (F) or Sliced Banana with Cream (S) 


breakfast noon night 
Essence of Celery Soup Chicken-Gumbo 
phy on (S) For b Mint Jelly (S) 
m 
Peas (S) or Stewed Tomatoes (F) azed Sv 


Baby Lima Beans or Sliced Beets (FS) 
edge French Dressing 
Coconut Layer Cake or Coffee ice Cream (FS) 


Oxtail Soup 

Chicken Tetrazzini F) or Meat and Rice Balls n Tomato Sauce (S) 
Whipped Potato (FS 

Cut | aod Beans (FS) or Mashed 


Beef C or Grilled Liver—Crisp Bacon Strip (FS) 
Potat “FS 


wednesday| tuesday | monday 


Spinach (FS) or Corn Pudding 
Chef’s Salad—Oil and Vi r Dr Tomato 
or oe on ee with Mayonnaise Butter Pecan Cookies or with Whipped Cream (FS) 
Apple Pie—Cheese Crust Her or Cup Custard (S) 
Half Grapefruit (F) Puree Mongol Tomato-Okra Soup 
or S) Meat Croqu Roast Leg of V Dressing—Brown Gravy (FS) 
Rolled W or Baked Halibut Steak Lemon Deas (Ss) or Saltsbury Steak 
or Parsieyed Potato (FS) Franconia Potato (F) er Buttered Rice 
Scrambled Hot Pickled Beets (F) or Cut Wax - (S) Creamed —— ho Peas and Carrots (FS 
Toast—Straw — Pear with te pe Cheese Ball Sliced Pineapple with Grated American C 
Preserves (F) lad with Pimiento—Mayonnaise—Celery Curls or Tomato and Green Ring 
allie n—Whipped Cream or Baked Apple (FS) Plantation Hermits or Vanilla Pudding (FS 
Ta Pepperpot Sou Consomme Madrilene 
or Prune Juice (S) Omelet with Spanish Sauce and Buttered Noodles $$ Lamb Stew with Dumpling AY, 
Oatmea or eae Tips on Toast with Cheese mn or Baked Turkey Wing Fricassee Gravy (S) 
or Puffed Cereal | Carrot Sticks (S) or French Fried Eggplant Mashed Potato (F ? 
Lettuce Hearts—1000 Isiand we Broccoli (F) or Baked Acorn Squash (S) 
Cruller or Under-the-Sea Salad—Mayon Fresh Fruit Salad—Ma - onnaise or Red and Green Slaw with Vinegar 
£ Date-Nut Bread—Cream Cheese (F) er Chilled Pear Half in Syrup (S) Lemon Crisps (S) er Fresh Grapes (F) 
Stewed Apricots Cream of Tomato Sou a © Blended Fruit Juice 
or Tomato Juice Salmon Salad Plate—Potato Cites (F) or Eggs a la Goldenrod on Rusk (S)| Broiled Boston a (FS) 
Wheat Farina Stewed Tomatoes (F) or Peas (S) or Cheese Fondue—Grape 
or Farina Tossed Greens See Pudding with ressing or Frozen Fruit Salad Paprika Potato (FS) 
e Soft Boiled Egg Old qe tb Rice Puddi ns ( Cut Green Beans or Beets with ho Sauce (FS 
Doughnut or Whole Peeled Apricots in ay On (S) Relishes or Jellied Fruit Salad—Whi Cream 
Chocolate Chip Cookies (F) or Vanilla ice Cream (S) 
Banana Sou Scotch Broth 
or Orange Juice Ba Brown Bread (F) Grilled Ham Sauce (F) or Meat Loaf—Brown Gravy (S) 
Shredded Cereal or Fricassee of Veal with Rice (S Scalloped Potato (FS) 
or Farina Broiled Whole Tomato or ape FS) Asparagus Spears or Julienne Carrots (FS) 
Nut Muffin (F) Cole Slaw or —— = eese wi ve «Mle hy we Apricot with Cream Cheese Salad 
Peach Shortcake—Whipped AN (F) or Pudding (S) or Chinese Salad—1000 Island Dressing 
Frosted Cupcake or Canned Sliced Peaches in Syrup (S) 
oa Juice Chilled Apple Clam Bisque 
icot Roast Turkey—Stuffi Gravy FS) Hamburger on a ae or Scrambled Eggs (S) 
Scotch ran Cerea or Braised Short Ribs of Beef—Vegetable Gravy Asparagus Spears FS 
or Farina Snowflake Potato (FS Sliced Tomato to and then lad—French Dressi 
Creamed Onions or —_ Style Green Beans (FS) er Apple, Date and Nut Salad with Mayonnaise ( 
Cake | Jellied Cranberry and age Saled-—Elenenneiee or Celery Hearts Peanut Cookies (F) or Royal Anne Cherries in Syrup (S) 
a Sundae (FS) or or Fruit Compote 


(F}—Full Diet (S)-—Seft Diet 


(FS)—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 
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item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
2 Baur FRESH FRUITS Radishes Bunch 1 doz. 
3 Ground Beef U. S. Good, 5 Ib. pkg. 55 ibs. Apples Jonathan, 113s 2 boxes Romaine Head 1 doz. 
© | Liver Steer, sliced 15 ibs. 60 | Bananas Ripe 35 Ibs. Squash, Acorn 7 Ibs. 
w | Short Ribs U. $. Choice 20 ibs. 40 | Grapefruit Seediess, 70s % box Tomatoes Repacked (5x6) 1 lug (30 ibs.) 
Tenderloin Tip U. S. Good 7 Ibs. Grapes Seediess, 28 ib. box % box Watercress Bunch 1 doz. 
& Lemons 1 doz. 
LAMB Oranges 176s 1 box FROZEN FRUITS 
Ground, Shoulder S. Good 5 ibs. 20 | Tangerines 10 Ibs. Apples Sliced, 8 Ib. can, 
Stew U. S. Good 15 ibs. 60 5-1 24 Ibs. 
PRESH VEGETABLES Grapefruit Orange 
Cabbage, Red 5 ibs. Sections Fresh, chilled, gallon gai. 
on Cabbage Bag 50 ibs. Orange Juice Con., 32 oz. can 6 cans 
(Sliced) 24-26-1 Ib. 6 Ibs. Steed, 8 tb. con, 
Chops, Loin Grade A, 4 oz. each 15 ibs. 60 | Cabbage, Chinese 10 ibs. 24 Ibs. 
s Ham (Puliman) Ready-to-eat 20 Ibs. 60 | Carrots Topped, bag 50 Ibs. 
Colery Passel, 30s FROZEN VEGETABLES 
VEAL Asparagus Spears, 2% Ib. pkg. 30 
Leg (B.R.T.) U. $. Good 20 Ibs. 60 6 only Beans, Green Cuts, 2% Ib. pkg. 17% Ibs. 105 
Shoulder (Boneless) U. S$. Good 5 ibs. 20 — Curty ae Beans, Green Julienne, 2% Ib. pkg. 15 ibs. 90 
FISH Lettuce Head, 485 2% Ib. pkg. 2% Ibs. 15 
Halibut Steaks, Soz.each Ibs. 20 | Onions, Dry Yellow, bag 30 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 15 
3 Scrod 1 Ib. each 30 Ibs. 60 | Onions, Green Bunch 1 doz. Broccoli Stems and buds 
Onions, White Boilers 3 Ibs. 2% Ib. pkg. 10 ibs. 60 
POULTRY Parsiey Bunch 1 doz. Peas 2% Ib. pkg. 15 ibs. 90 
TR | Fowl (Eviscerated) Grade A, 5 ib. av. 95 Ibs. Peppers, Green % doz. Peas and Carrots 10 ibs. 60 
™" | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. Potatoes, Sweet Hamper 50 Ibs. Spinach Chopped, 2% Ib. pkg. 30 Ibs. 180 
Turkey Wings 8 o2. each 10 Ibs. 20 | Potatoes, White Bag No. 1 300 Ibs. Squash, Winter 3 Ib. pkg. 3 ibs. 12 
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—prepared by Louise Hatch, director, dietary department 
Massachusetts General Hospital, Boston. 
or rariga 
. Soft Boiled Egg—Bacon 
Cinnamon Toast 
Stewed Prunes (F) 
or Blended Citrus 
Juice (S) 
{ 
] 
! 
i 
| 


2nd WEEK EAST FALL SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


Mixed Ve 
or Fr 
Raspberry Sundae (F) or 


etable Sala 
Orange and Apple Sections with ap epee (F) 
nned Sliced Peaches in Syrup ( 


breakfast noon night 
Half Grapefruit (F) Oxtail Soup 
or Pinea Green Green Pepper Si Stuffed with Spanish Rice Braised Lamb Shoulder Chop with Herb Sauce (FS) 
Juice (S) or Hot Roast Beef Sandwich—Brown Gravy (FS) or Ham and Pineapple Kabob 
Cornmeal Mashed Potato (FS) Lyonnaise Potato (FS) 
or Wheat Flake Cut Wax Beans (FS) or Mashed Squash Chopped Spinach or Butternut Squash (FS 
Cereal Sunshine Salad—Mayonnaise Sliced Orange with Shredded Coconut ‘re (F) 
Orange Muffin or Cucumber Slices on Endive—French Dressi or Cabbage and Green Pepper Slaw 
Applesauce with Gingersnaps (FS) or Tapioca Pu Cream Puff (F) er Sliced Banana (S) 
Prune Plums in Split Pea Soup (F) Julienne Vegetable 
Syrup (F) Open Faced Bacon, Tomato and Lettuce Sandwich (F) - Smothered in Onion—Gra wy ) 
or Orange Juice (S) or Welsh Rarebit on Toast (S) ked Haddock—Lemon Butter Sauce (S) 
Oatmeal Peas (FS) or Whole Kernal Corn Duchess Potato (FS) 
or Farina Garden Sa Sour Cream Dressing or Ruby Gelatin Salad—Mayonnaise | Broccoli (F) - ee Beets (S) 
‘7 Soft Boiled Egg Blueberry Pie (F) or Royal Anne Cherries in Syrup (S) Deviled ops or Celery Hearts 
Streusel Coffee Cake Jelly Roll (FS) or Fresh Pear 
wed ~ 4 English Beef Broth Tomato Bouillon 
J (S) a Potatoes with Ham (F) Grilled Cube Steak (FS) 
Malt Pawns oiled yy Patty—Ap: Currant Jelly (S) or Creamed Chicken, Giblets and Rice en Casserole 
or Fontes Baked Potato (S 0’ Brien Potato (F) 
Cinnamon Doughnut Spinach (FS) or a Eggplant Fordhook Lima ns or Carrot Coins (FS) 
ixed Fruit Salad—Mayonnaise Hearts of Lettuce—French Dressi ye 
or Chinese Cabbage Salad—1000 Isla a or Ginger Ale Fruit Salad with Mayonnaise 
= Chocolate Marshmallow Pudding (FS) or or cy Senne Half with Mint Highland Butterscotch Layer Cake 
or Chilled Peach Halves in Syrup (FS) 
Baked Apple (FS) er -Noodie Sou ee 4 Scotch Broth 
or Grapefruit Juice iscuit Rollt—Brown oo (FS) or Egg _ Sandwich Baked Chicken Leg—Cranberry Jelly (FS) 
eal Brussels Sprouts or Peas with Diced Carrots or Veal and Ham Loaf—Mustard Sauce 
or Farina Sugar Plum Salad or Cucumber-Pepper Ring ‘slod—French Dressing Mashed Potato (FS) 
Scrambled Egg Orange Layer Cake or Fruited Lemon Gelatin (FS) Glazed Parsnips or French Style Green Beans (FS) 
Rye Toast Banana-Nut Salad—Mayonnaise (F) 
or Cauliflower-Tomato Wedge with Cocktail Sauce 
Bread Pudding—Lemon Sauce (FS) or Fresh Grapes 
Tangerine ( Corn Chowder ' Tomato Juice 
or Apple Juice (S) French Toasted Cheese Sa Fried Cod—Tartar Sauce (F) or Baked Macaroni au Gratin (S) 
Rolled Wheat Cereal or Baked Salmon Sauce (FS) Parsieyed Potato (F) 
or Farina Whipped Potato (FS) Creole Celery (F) or Peas (S 
Bran Gem Asparagus aeragh, fe or Stewed Tomatoes Jellied Fruit Salad—Whipped Cream Dressing 


or Relishes: Carrots, Radishes, Cucumber 
Boston Cream Pie (FS) or Canned Biue Plums in Syrup 


— Kadota Figs in 


Chicken Broth 


Canadian Cheese 
Yankee Pot Roast of —Vegetable ey (FS) 


sunday | saturday | friday | thursday 


yrup Sub Gum Chow Mein on Rice—Fried Noodles § 
= B aan Juice (FS) or Broiled Lamb ae Bacon Strip (S or Mixed Grill: Turkey Liver, Sau 
Oatmea Hash Brown Potato (S) Oven oe Potato (FS) 
or Tai Cut Wax Beans (FS) or Carrot Sticks Mashed Turnips (F) or Spinach (S) 
ft Boiled Lettuce and — Salad—French Dressing Spiced Cottage Cheese Salad—Mayonnaise 
Raisin Toast or Minted Pear Salad—Mayonnaise or Lettuce Wedge—Russian Dressing 
Butterscotch Brownie or Lemon Snow with Custard Sauce (FS) Apple Turnover (F) or Chilled Pear Half in Syrup (S) 
Banana Jellied Consomme Minestrone Soup 
or Orange Juice (FS) Baked Smoked Ham—Raisin Sauce (F) or Creamed Turkey on Toast (S) Italian Spaghetti—Parmesan Cheese © 
Wheat Farina Baked Sweet Potato (F) or Flounder Thermidor with Rice (S) 
or Farina Peas (FS) or Cauliflower au Gratin Broccoli (F) or Julienne Carrots (S) 
eakfast Ca Cinnamon Apple Ring Salad o Celery Hearts and Ripe Olives Mixed Greens Salad—Oi! and «mA meen 
Indian Aen + Doe with ice Crea or Grapefruit and Grape Salad—Mayonnaise 
or Whole P sled Apricots i in + im (S) Spice Layer Cake—Seafoam Icing (F) Lemon Sherbet (S) 
(F)}—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
“a BEEF Turkeys (Eviscerated) Grade A 15 Ibs. Potatoes, White Bag No. 1 400 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 45 Ibs. Livers, Chicken 1 Ib. pkg. 2 Ibs. Radishes Bunch 1 doz. 
Liver Steer, sliced 15 Ibs. 60 | Livers, Turkey 3 Ibs. wanes - ~ mg 
Roast, Sirloin (B.R.T.) U. S. Choice 27 Ibs. quash, Butter 
4 Round (Top, FRESH FRUITS Tomatoes Repacked (5x6) % lug (15 Ibs.) 
| ) U. S. Good 20 ibs. 60 | Apples Jonathan, 113s 1 crate Turnips, White Topped 20 Ibs. 
S Steaks, Cubed U. S. Choice, Bananas Ripe 35 Ibs. Watercress Bunch % doz. 
— oz. each 15 ibs. 60 | Grapefruit Seediess, 70s % crate 
Grapes Seedless 10 Ibs. FROZEN FRUITS 
LAMB hamaee os Apples Sliced, 8 Ib. can, 
Chops, Shoulder U. S. Good, 5 oz. each 19 ibs. 60 Ora 176s 5 oo 5-1 sugar 16 Ibs. 
Ground, Shoulder S. Good 5 ibs. 20 Blueberries 8 Ib. can, 5-1 sugar 24 Ibs. 
PORK Tangerines Crate, 144 % crate Grapefruit Sections is Chilled, gallon : gal. 
Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Orange Juice ., 32 oz. can cans 
s om FRESH VEGETABLES Orange Sections Fresh, Chilled, gallon 1 gal. 
(B.R.T.) Grade A 35 Ibs. Cabbage 20 Ibs. Raspberries, Red 8 ib. can, 5-1 sugar 8 Ibs. 
Ham (Pullman) Ready -to-eat 33 Ibs. Cabbage, Chinese 10 Ibs. FROZEN VEGETABLES 
Sausage (Bulk) Lean 3 Ibs. Asparagus Spears, 2% ib. pkg. ibs. 90 
VEAL Cel White 1 Beans, Green Julienne, 2% Ib. pkg. 10 lbs. 60 
Chop Suey Meat U. S. Good 35 Ibs. Cosunhers 1% doz Beans, Lima Small, green, 
Shoulder, Ground S. Good 8 Ibs. 2% I. phe. 
’ se Eggplant 2 only Beans, Wax Cuts, 2% Ib. pkg. 30 Ibs. 180 
FISH Endive Curly 1 doz. Broccoli Stems and buds 
Cod Fillets, Canadian 15 Ibs. 60 | Lettuce Head, 48s 1 crate 2% Ib. pkg. 20 Ibs. 120 
Flounder Fillets 5 Ibs. 20 | Onions, Dry Yellow, bag 50 Ibs. Brussels Sprouts 2% Ib. pkg. 2% ibs. 15 
z Haddock Fillets, skinless 5 ibs. 20 | Onions, Green Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. 2% ibs. 15 
Pp Parsley Bunch 1 doz. Peas 2% Ibs. pkg. 20 ibs. 120 
POULTRY Parsnips 5 Ibs. Peas and Carrots 15 Ibs. 90 
Chicken Leg 6 oz. each 23 ibs. 60 | Peppers, Green 8 only Spinach Chopped, 24% Ib. pkg. 20 Ibs. 120 
Fowl (Eviscerated) Grade A, 5 Ib. av. 20 ibs. Potatoes, Sweet Hamper 50 Ibs. Squash, Winter 3 Ib. pkg. 3 ibs. 12 
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still... 
best 
from any 
angle, 


functionally 
perfect 
Flex-Straw 
Tubes 


Precision corrugation...unlimited flexibility assures patient comfort with minimum staff attendance. Single 
Sanitary Service. Use in hot liquids; hygienically treated with 190° micro-crystalline wax. There’s a money 


saving angle too! New Lower Prices permit use in all wards. We'll be delighted to send a generous sample 


package. 
® 
FLEX-STRAW 
Flex-Straw Co., Int'l., Box 431, Santa Monica, Calif. 
Canada: Ingram & Bell, Ltd., Toronto, Montreal, 
CONTACT YOUR DISTRIBUTOR FOR NEW LOWER PRICES Winnipeg, Calgary, Vancouver 
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(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) Massachusetts General Hospital, Boston. | 
breakfast noon night 
(FS) Cod Potts (F) er Broiled Beef Patty (S) Apple Mint Jelly (FS) 
or Toma ce Creamed Sa on or m 
= Oatmeal Buttered Beets (FS) or Buttered Peas or on hn Pork Chop 
or Farina Asparagus with Hard Cooked Mayonnaise Brabant Potato (FS) 
Soft Boiled Egg or Relishes: Carrots, Celery, Tomato Wedge Julienne Green Beans or Mashed Hubbard Squash (F (FS) 
Cinnamon Toast Royal Anne Cherries in ‘Syren or Lemon Cake Pudding (FS) Spiced Peach Salad—Mayonnaise or Radish Celery Curls 
Gold Cake with Chocolate Frosting (FS) or Fresh Apple ; 
cage Orange Halves (F) Chicken-Gumbo Sou Scotch Broth J 
or Prune Juice (S) Baked Stuffed Acorn (Link (F) Pot 
Scotch Bran Cereal or Cheese and | roiled (S) 
a or Farina Mashed Potato oN Potato au Gratin (3) (S) ' 
1 Jelly Doughnut Spinach (S) or Stewed Tomatoes with Onion (F) French Fried Parsnips or Peas (FS) ! 
i Grapefruit Sections with Sliced Avocado—Mayonnaise (F) Pickled Beet Salad—Mayonnaise ' 
2 or Lettuce*French Dressing or Chinese Cabbage Salad 1000 Island Dressi 
Se Graham Cracker Ice Box Pudding with Whipped Cream (F) Oatmeal Cookies or Canned Sliced Peaches in ee (FS) 
a. ; or Assorted Gelatin Cubes (S) 
Applesauce (FS) Vegetabie- Beef Tomato Juice 
= or Juice Liverwurst Sandwich on Rye—Chef's Salad Bow! (F) Roast Loin of Gra 
ned ) Oatmea or Omelet with Currant Jelly (S) or Scalloped Turkey and Noodle Casserole ' 
a or ult Rice Cereal Baked Stuffed Potato (S) Mashed Sweet Potato to (F) ! 
Soft Boiled Egg—Bacon Brussels Sprouts (F) or Beets with Orange Sauce <S) Savory Onions or French (Ss 
Ne Raisin Toast Stuffed Pear in Lime Gelatin—Mayonnaise or Spiced Crab Salad Ge ayonnaise or Hea ettuce Blue Cheese Dressing ' 
2: > Frosted Fudge Square (F) or Sliced Banana in Orange Juice (S) Baked Nesle Ll t Cream (F) or — Cookies (S) 
Stewed Prunes Oxtail Sou Sweet Cider 
{# or Grapefruit American p ay on Rice (F) er Broiled Lamb Patty—Mint Jelly (S) New England Boiled Dinner (Corned Beef)—Horseradish Sauce (F) ! 
7 Juice (FS) Delmonico Potato (S) or Braised Chicken Livers on White Rice (S) J 
i! Shredded Wheat Cereal | Peas (S) or Mashed Yellow Turnip (F) Boiled Potato (F) 
i: or Cornmeal Fresh Spinach with Grated il and Vinegar Dressing Green Cabbage Wedge @) on 38 Sliced Carrots (S) ! 
Blueberry Muffin or Pineapple and Date Salad—Mayonnaise Apricot au Naturelle or Lettuce—French Dressing 
Orange Chiffon Cake (FS) or Cup Custard Cottage Pudding—Nutmeg cs (FS) or Fresh Grapes 
a Half Grapefruit (F) Blended Cirtus Juice Fish Chowder i 
4 or Apricot Nectar (S) | Broiled Tomato on Toasted E Muffin with Cheese Sauce Broiled gw M Perch—Lemon Wedge (FS) ! 
‘i atmeal or Tuna-Noodle Casserole (FS) or Egg Salad Roll—Potato Chips ' 
im: or Farina Carrot Sticks or Asparagus Spears (FS) Pittsburg werd (FS) ! 
(tan Boiled Egg Shredded Carrot with Raisins—Mayonnaise Cream Style Corn or Tiny Whole Beets (FS) , 
a 2 Doughnut or Bermuda Onion and Green Pepper Rings on Endive—French Dressing | Celery Stuffed with Snappy Cheese ! 
Spanish Cream—Peach Sauce (S) or Fresh Pear (F) or Tossed Greens Vinegar Dressing 
x Chocolate Brownie or Whipped Lime Gelatin with Diced Peaches (S) 
‘ 
a: Banana (FS) Consomme with Vermicelli Essence of Celery y Soup J 
or Orange Juice Sweet Potato and Apple Casserole—Link Sausage Breaded Veal Cutiet— Tomato Sauce (F) 
ety 7 Malt Cerea or Smothered Beef Patty in Mushroom Sauce (S or Shepherd's Pie with Mashed Potato Topping (S) ! 
aa _ or Cornflakes Whipped Potato (S) Scalloped Potato (F) ! 
ioe Date Muffin (F) Spinach (FS) or Mixed Vegetables Butternut Squash or Peas (FS) ) 
og Perfection Salad—Mayonnaise or Sliced Orange Salad with Stuffed Prune | Lettuce and Tomato Salad—Mayonnaise J 
.* Gingerbread with Whipped Cream (F) or Vanilla ice Cream (S) or Peach and Peanut Butter Sa J 
ate | Brown Sugar Cookies or Whole Peeled Apricots in Syrup (FS) 
“ae Sliced Peaches in Syrup | Clear Mushroom Soup Old Fashioned Vegetable Soup 
= or Tomato Juice Swiss Steak with Vegetable—Gravy () Hot Potato Salad with F rankturters snd Tomato Rarebit on Toast (S) ! 
ee Oatmeal or Baked Chicken Leg Cranberry (S) Julienne Carrots (FS) or Baby Lima ! 
ey or Farina Oven Browned Potato Pick-Up Sticks or Spiced Peach Salad 
re Scrambled Eggs— French Style Green ha es) or Mashed Yellow Turnip Lemon Sponge Drops or Applesauce (FS) 
"ee 5 Bacon Mixed Greens—Oil and Vinegar Dressing or Cheese Balls Salad l 
ac Danish Pastry Squash Pie (FS) or Fresh Fruit Cup 
a. (F}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
a item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
BEEF Livers, Chicken 1 Ib. pkg. 5 ibs. 20 | Peppers, Green 1 doz. 
= 3 Brisket, Corned U. S. Good 20 Ibs. 60 Potatoes, Sweet Hamper 50 Ibs. ; 
y Frankfurters All beef, 8-1 Ib. 15 Ibs. 60) PREPARED MEATS Potatoes, White Bag No. 1 400 Ibs. 
at S | Ground Beef U. S. Good, 5 Ib. pkg. 10 Ibs. Liverwurst 7 Ibs. Radishes Bunch 1 doz. . 
4 Steak, Swiss U. S. Good, 4 oz. each 25 Ibs. 100 Romaine Head 1 doz. 

FRESH FRUITS ' 
& Stew U. S. Good 5 lbs. 20 Apples Jonathan, 113s Spinach 
a LAMB Avocado Ripe 2 only Squash, Butternu 5 Ibs. 
: Ground, Shoulder U. S. Good 5 ibs. 20 | Bananas Ripe 30 Ibs. Tomatoes 10 Ibs. 
a Leg (B.R.T.) U. S. Choice, yearling 20 tbs. 60 | Grapefruit Seediess, 70s 1 box Turnips, Yellow 30 Ibs. , 
J Grapes 5 Ibs. Watercress Bunch 1 doz. 
PORK Lemons 1 doz. 
Bacon (Sliced) tes. Oranges 176s 1 box FROZEN FRUITS 
ts | Chops, Loin Grade A,40z.each Sibs. 20 | pears Box, 120s % box Grapefruit Sections Fresh, chilled, gallon gal. 
es = | Loin (Boneless) Grade A, 10-12 Ibs. 20 tbs. 60 Orange Juice Con., 32 oz. can 6 cans ! 
io Sausage Links 12-1 Ib. 40 Ibs. FRESH VEGETABLES Peaches Sliced, 8 Ib. can, 
4g Cabbage Bag 50 Ibs. 5-1 sugar 8 Ibs. 
Cabbage, Chinese 10 Ibs. 
*. c Chop Suey Mea U. S. Good 25 Ibs. 100 ag Tesped, be 50 Ibs FROZEN VEGETABLES i 
Cutlets U. S. Good, each 15 Ibs. 60 Asparagus Spears, 2% Ib. pkg. 15 ibs. 90] | 
r Celery Pascal, 30s 1 doz. , 

a Beans, Green Julienne, 2% Ib. pkg. 20 Ibs. 120 
sa FISH Celery White 2 doz. I 
Endi Beans, Lima Small, 
‘* Bluefish 5 ibs. 20 | Endive urly 1% doz. 2% Ib. pkg. 2%lbs. 15] | 
a, 3 Cod Canadian 25 Ibs. 100 | Lettuce Head, 48s lcrate | Brussels Sprouts 2% Ib. pkg. 15 ibs. 90} | 
Ea Perch (Ocean) Fillets 15 Ibs. 60 | Onions, Dry Yellow, bag 50 Ibs. Peas 2% Ib. pkg. 25 ibs. 150]! 
Onions, Gr Bunch 1 doz 
a & POULTRY Onions, Spanish Type 3 Ibs. 2% Ib. pkg. 17% Ibs. 105] 
7 Chicken Leg 6 oz. each 8 ibs. 20 | Parsley Bunch 1 doz. Squash, Winter 3 Ib. pkg. 15 ibs. 60 ! 
: 3 Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. Parsnips 5 Ibs. Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 15] | 
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“When you put in 
the Payroll 
Savings Plan... 


Did your people complain about being solicited?” 


; = “Definitely not, Art. Of course we didn’t allow our person- 
| to-person talks with employees to approach ‘pressure.’ We 
invited our staff members to share in the convenience, 
sound thrift and personal satisfaction of this plan for in- 
vesting in U.S. Savings Bonds. 


“Actually, most of our people took it as a compliment, 
and I am sure many of them enjoyed the secure feeling of 
‘belonging’ to the organization which this plan gives them.” 


If your Company has not installed a Payroll Savings Plan 
as yet, or if you would like to have a greater participation in 
your organization, contact your State Savings Bonds Direc- 
tor. He is an expert in helping you present this sound, sys- 
tematic saving plan to your people as a privilege they are 
entitled to share. They’ll be proud to become shareholders 
in America. You'll be proud, too. 


HOSPITALS 


Journal of the American Hospital Association 
THE U. S. GOVERNMENT DOES NOT PAY FOR THIS ADVERTISEMENT. THE TREASURY DEPARTMENT THANKS, FOR THEIR PATRIOTISM, THE ADVERTISING COUNCIL AND THE DONOR ABOVE. 
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ALL U.S. SAVINGS BONDS—OLD OR NEW—EARN 2% MORE THAN BEFORE 


y 


Puritan representative (left) and Administrator Whelchel (right) 
discuss details of Eugineered Maintenance Program. 


“We're pleased 
with the results 
achieved by 

PURITAN 
ENGINEERED 
MAINTENANCE” 


pe 


Button Gwinnett Hospital, Lawrenceville, Ga. 


ce “Compared to other hospitals,” states J. G. Whelchel, Administrator | 
a of Button Gwinnett Hospital, “our new 35-bed hospital is considered | 
ns: small. But, the service Puritan gives us under their Engineered 

e Maintenance Program is something you might expect a much larger 

i hospital to receive. Puritan’s service has helped us to establish house- 

2a keeping and sanitation standards, define custodial and supervisory 

duties, train and organize our housekeeping staff, and maintain an 

<. undertaken to assure the maintenance of active program of inspection to keep our standards at desired levels. 

Best of all, this professional sanitation consulting and training costs 


us nothing extra; it is a valuable service.” 


4 Puritan Engineered Maintenance, which is available with- 
is out charge to users of Puritan sanitary maintenance prod- 
24 ucts, applies advanced systems engineering techniques to 
oa hospital sanitation and housekeeping problems. It is a serv- 
a ice you, as a hospital administrator, should know about. 


Regular inspections highlight problem | . 
areas—indicate what corrective steps have For details, send for our 16-page booklet, 


“ENGINEERED MAINTENANCE”. 


PURITAN CHEMICAL COMPANY 


© 
COPYRIGHT 
i ce EXECUTIVE OFFICES: 916 ASHBY STREET, N.W. ATLANTA 18, GEORGIA 
4 coum Oummoncs PLANTS AND WAREHOUSES: ATLANTA, GA. - HOUSTON, TEX. - ST. LOUIS, MO. 
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(RIGHT) A pedal-oper- 
ated, plastic-lined con- “am 
tainer is used for dis- | 
posal of used dressings ~~] 
and bandages to pro- “7G 
vide maximum pro- © 
tection against contact 
with contaminated 
materials. (FAR RIGHT) | 
The same antibacterial 7 
techniques and materi- 
als that are used else- 
where in the hospital 
ere also employed in 
utility rooms. 


COMBATTING HIDDEN 
THREATS TO THE PATIENT 


by LAWRENCE N. CAZALE 


(LEFT) The executive housekeeper’s assistant teaches a maid how to 
pick up dust with a specially treated dust cloth without creating air 
currents that would scatter dust. (RIGHT) Soiled dust cloths are put 
into plastic bags and sent to the laundry for cleaning and re-treating. 
Housekeeping personnel are taught to place cloths in bag to avoid 


LTHOUGH IT IS WIDELY recog- 
A nized today that the mainte- 
nance of clean, comfortable and 
sanitary surroundings greatly aids 
the speedy recovery of patients, 
the full extent and complexity of 
sanitation maintenance in the hos- 
pital is not fully realized. Even in 
the newer, more modern buildings, 
cleanliness does not come about 
automatically. Rather it is the re- 
sult of systematic, scientific effort, 
whose scope is not always fully 
understood. 

What special problems does the 
executive housekeeper face and 
how does he solve them? What does 
a proper hospital sanitation main- 
tenance program involve? What 
are the results of such a program? 
The answers were sought at St. 
Luke’s Hospital in New York City. 


Lawrence N. Cazale is research consult- 
ant, Industrial Division, Association of 
rican Soap & Glycerine Producers, Inc. 
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spreading bacteria or dust. 


To meet sanitation requirements in 
today’s complex hospital environment, 
the sanitation maintenance program 
must be devised according to scientific 
principles and must be constantly im- 
proved through experimentation with 
new work methods and materials, the 
author states. He describes how one 
such program meets the needs of a 
large metropolitan hospital. 


A first-class sanitation mainte- 
nance program, integrated under 
the direction of Charles L. Vincent, 
executive housekeeper, was found 
at this hospital, which has 561 beds 
and more than 500,000 square feet 
of floor space in use. 


One of the gravest threats to the 
health of hospital patients today 
is Staphylococcus aureus, which in 
recent years has shown itself to 
be increasingly resistant to the 


effects of antibiotics. Convalescing 
patients and newborn babies in 
particular are susceptible to in- 
fection by this bacteria, and not 
all cases are able to withstand the 
increasingly large doses of drugs 
necessary to guard against the in- 
visible enemy. 

Because of this antibiotic re- 
sistance, greater reliance must be 
placed on thorough cleaning and 
sanitation. Since “staph”, like 
many bacteria, is airborne, riding 
air turbulence and currents on 
microscopic dust particles, a large 
part of the contro] campaign at St. 
Luke’s consists of measures to 
limit the amount of microscopic 
dust in the air, to control the cir- 
culation of air currents on each 
floor and to prevent the passage of 
currents between floors. 

This is accomplished through: 
(1) extra-efficient filtration in 
those sensitive sections of the hos- 
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pital that are positive pressure 
air-conditioned, such as the oper- 
ating room; (2) bacteria-killing 
ultra-violet light in most elevators, 
which are a principal means of 
transfer of air currents between 
floors; (3) keeping corridor doors 
closed, especially to stairwells, as 
the air currents through these are 
secondary only to elevator and 
other shaft openings as a means 
of transmission, and (4) a stand- 
ardized system of dust control con- 
ducted by trained personnel. 


DEFINITE CLEANING OBJECTIVES 


Each of the hospital corridors 
and rooms is dusted daily with 
cloths specially treated to pick up 
maximum amounts of dust with 
minimum effort. The cleaning per- 
sonnel are impressed constantly 
with the need to use wide, slow 
strokes in carrying out the dusting, 
to avoid creating artificial air cur- 
rents. Daily dusting on patient 
floors is carried out at 7:30 a.m., 
the time when hospital traffic is 
least and the dust of the preceding 
24 hours has settled. Dusting is 
never done just before or during 
meals or just before changing 
bandages or dressings. (Neither 
are beds made before dressings are 
changed.) 

An exception to the once-a-day 
complete floor dusting is the pro- 
gram in the children’s wards, 
where integrating housekeeping 
operations with nursing routines 
affords greatest efficiency and 
benefit. Here the entire floor is 
dusted three times a day to assure 
maximum protection for pediatric 
patients. 

In addition to the first dusting, 
patients’ rooms and wards are 
dusted daily with cloths impreg- 
nated with disinfectant. Here the 
same rules of care apply as with 


dry dusting, so emphasis is placed 


on slow, careful motions to avoid 
stirring up dust. The last dusting 
is done following the morning care 
and bedmaking in each room. 

In addition to the daily dusting 
routine, both rooms and corridors 
are wet mopped twice weekly with 
a residual detergent-disinfectant. 


And on checkout each room is 


given a routine cleaning with a 
detergent disinfectant. 

The disposal problem, too, re- 
ceives careful consideration at St. 
Luke’s. Soiled dust cloths are han- 


dled with extreme care and placed 
in plastic bags for removal to the 
laundry, where they are cleaned 
and re-treated for the next use. 
Soiled dressings are also handled 
with extreme caution. They are 
always placed and never thrown 
into containers. It is forbidden to 
dispose of dressings in ordinary 
trash baskets; instead, stainless 
steel dressing pails or special con- 
tainers opened by foot pedal and 
lined with disposable plastic bags 
are provided. Other “disposal 
don’ts” enforced by the hospital 
are: (1) don’t dump wastes from 
containers in patients’ rooms or in 
corridors, but only in disposal 
rooms; (2) don’t push wastes 
quickly into containers, thus cre- 
ating a backdraft of air currents. 
Disposable plastic liners are used 
on all floors in main garbage and 
trash cans. 


BEST QUALITY MATERIALS USED 


It is the policy of St. Luke’s to 
use only the best quality detergent 
cleaners, floor waxes and polishes. 
Most floors in the hospital are re- 
silient and are protected by a top- 
quality, plastic, resin-based finish. 
Two to five layers of the finish, 
depending on the age and porosity 
of the surface, are kept on the 
floors at all times, Floors are pol- 
ished with nylon pads on electric 
polishing machines to achieve a 
hard, smooth surface, which is 
ideal for control of dust through 
treated cloths. The hospital main- 
tains a constant testing and ex- 
perimentation program to deter- 
mine what floor products are best 
suited to what surfaces, taking the 
age of the flooring into account as 
a major factor. 

Such experimentation was car- 
ried out in a solarium where two 
different floor finishes, each used 
by themselves in other parts of 
the building, had been put down 
one on top of the other and then 
polished with the round pads. The 
result was an exceptionally soft- 
looking yet glossy finish that em- 
phasized the cheerful atmosphere 
of the room. 

All cleaning operations in any 
hospital must be conducted with- 
out obstructing the medical rou- 
tines of physicians and nurses. The 
operations of the housekeeping de- 
partment have rarely interfered 
with hospital procedure because of 


good integration with nursing rou- 
tines and good cooperation from 
the medical staff, which fully 
recognizes the importance of clean- 
liness in the hospital routine. 

Although the principal aim of 
the sanitation program is the pro- 
tection of the patients, the hospital 
is naturally concerned with effect- 
ing savings wherever possible. 
These economies are principally 
the result of using the newest and 
best in maintenance materials, 
with consequent reductions in 
cleaning labor costs. The executive 
housekeeper at St. Luke’s Hospi- 
tal is convinced that the best 
cleaning is always the cheapest 
cleaning in the long run. 

For example, through the use 
of the synthetic resin finishes in- 
stead of wax, the 20 per cent of 
maintenance personnel time pre- 
viously devoted to wax buffing was 
cut to 5 per cent. This reduction 
of time represented a saving of 
$15,000 a year in salaries of the 
staff of 40 men engaged in floor 
operations. This saving made pos- 
sible expanded coverage in new 
buildings and more thorough clean- 
ing throughout the institution. 

Further, by using stripping pads 
instead of steel wool, a 25 per cent 
reduction in over-all stripping time 
was effected, which represented a 
saving of 2.5 per cent in the total 
floorman labor force, or $2500 per 
year. By top stripping floor finish 
with medium scrubbing’ pads in- 
stead of stripping completely, the 
resultant extension in the life of 
the finish resulted in a labor time 
saving of approximately 3 per 
cent, or $3000 a year, plus less 
interference with nursing opera- 
tions and floor traffic. Use of the 
plastic disposable liners for waste 
and trash cans saved the labor of 
three men, which cost approxi- 
mately $6500 annually. Total labor 
savings through these four proc- 
esses alone amounted to $28,000 a 
year. Subtracting approximately 
$2800 in increased material costs 
left a net savings of around $25,- 
000. 

Today, St. Luke’s Hospital re- 
flects a standard of cleanliness of 
which any hospital could be proud. 
Its systematic, integrated sanita- 
tion program, the hospital believes, 
is a most important part of its 
successful campaign to control the 
spread of infections. = 
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fewer workers can clean your hospital 


CLEANER LESS COST... 
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with the ISC Work Standards System! 


Modern cleaning equipment is not enough:—it takes the Work 
Standards System to cut costs and raise productivity. 

Today, higher production per man-hour has compensated for 
higher wages in almost every field. In the housekeeping 

field, both industrial and institutional, however, productivity 
of the average cleaner has remained static. 


Industrial Sanitation Counselors has, for twenty years, studied 
the problems of building housekeeping. By applying the Work 
Standards System, yearly cleaning costs have been reduced by 
30 to 40% for many of America’s office buildings, plants, hotels, 
hospitals and other institutions—and, at the same time, 
cleanliness standards have been raised. 

ISC can set up a Work Standards System for you . . . custom 
designed to suit your hospital’s particular needs. If you would 
like to know how this high productivity system of cleaning can 
save you money and raise your cleanliness standards, 
write for complete information today. 


Monsanto Chemical Co. keeps its new World Headquarters 
Building cleaner at less cost with the ISC Work Standards System 


ndustrial sanitation counselors 


2934 CLEVELAND BOULEVARD, LOUISVILLE 6, KENTUCKY 


Cleveland Bivd., Dept. 

| (1 Send me the complete story on Monsanto’s cleaning program 
| © Send me information about the ISC Work Standards System 


Name Title. 
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personnel changes 


@® Kenneth C. Abernethy has been 
appointed assistant administrator 
of Washington Township Hospital, 
Fremont, Calif. He completed his 
administrative residency in June 
at San Diego County General Hos- 
pital, San Diego, Calif. 


@ George Adams has been ap- 
pointed associate director of Meth- 
odist Hospital of Brooklyn, N.Y. 
He has been a member of the ad- 
ministrative staff of that institu- 
tion since 1955. Mr. Adams is a 
graduate of the Columbia Univer- 
sity course in hospital administra- 
tion. 


@ E. Dwight Barnett, M.D., has re- 
signed as administrator of Palo 
Alto Stanford Hospital Center, Palo 
Alto, Calif. He has held that posi- 
tion since February 1958. Before 
coming to Palo Alto, Dr. Barnett 
was director of the School of Ad- 
ministrative Medicine, Columbia 
University. He is chairman of the 
Council on Research and Educa- 
tion of the American Hospital As- 
sociation. 


@ Ronald D. Burton has been ap- 
pointed administrator of Hope 
Haven Hospital, Jacksonville, Fla. 
He had formerly been on the staff 
of University Hospital and Hill- 
man Clinics, Birmingham, Ala., 
where his last position was that of 
administrative assistant in the 
building services division. Between 
1954 and 1956, Mr. Burton was ad- 
ministrator of Our Community 
Hospital, Scotland Neck, N.C. 


@H. Robert Cethcart has been 
named to the newly created post 
of vice president of Pennsylvania 
Hospital, Philadelphia. He will be 
responsible for all administrative 
functions of the department for 
sick and injured, of which he had 
been administrator, as well as those 
of Institute of Pennsylvania Hospi- 
tal, also in Philadelphia. Mr. Cath- 
cart’s many activities in hospital 
and allied organizations include 
serving as secretary-treasurer of 
the recently formed Delaware Val- 
ley Hospital Council. 


@ lee Ben Clarke has been ap- 


pointed administrator of Humph- 
reys Memorial Hospital, Fernan- 
dina Beach, Fla. He was formerly 
assistant administrator of City- 
County Hospital, LaGrange, Ga. 


@ Frederick J. Eckfeld has been ap- 
pointed assistant director of Balti- 
more City Hospitals, Baltimore, 
Md. Mr. Eckfeld, who has a mas- 
ter’s degree in hospital administra- 
tion from University of Minnesota, 
Minneapolis, was formerly admin- 
istrative assistant at St. Luke’s 
Hospital, Cleveland. 


@ John F. Edmondson has been ap- 
pointed assistant director of Mil- 
waukee Sani- 
tarium Founda- 
tion, Wauwa- 
tosa, Wis. A 
graduate of the 
Northwestern 
University pro- 
gram in hospital 
administration, 
Mr. Edmondson 
was formerly a 
sales represent- 
ative for the Ar- 
mour Pharmaceutical Company. 


MR. EDMONDSON 


@ Rhoeine A. Glascock, administra- 
tor of Bloomsburg (Pa.) Hospital 
since 1948, has resigned to accept 
a similar position at Shriners 
Hospital for Crippled Children, St. 
Louis. Miss Glascock is a graduate 
of the Northwestern University 
program in hospital administration. 


@ Daniel A. Hicks has been pro- 
moted from assistant administrator 
to administrator of Christian Wel- 
fare Hospital, East St. Louis, III. 
Mr. Hicks originally joined the 
staff of Christian Welfare Hospital 
in 1946 as office manager. He is a 
graduate of St. Louis University. 


@ Robert P. Lawton has been ap- 
pointed administrator of Grace- 
New Haven Community Hospital, 
New Haven, Conn. He will work 
under Albert W. Snoke, M.D., ex- 
ecutive director. Mr. Lawton suc- 
ceeds John T. Law, who last spring 
became director of Hospital for 
Sick Children, Toronto, Ont. Mr. 


Lawton had been administrator of 
Danbury (Conn.) Hospital since 
1954. 


@ James £. Magee, purchasing 
agent at Wadley Hospital, Texar- 
kana, Tex., has been appointed ad- 
ministrator of a new Bucy-Glenn 
Hospital, soon to be constructed in 
Linden, Tex. 


@ Middleton Mustian has been ap- 
pointed administrator of Alachua 
General Hospital, Gainesville, Fla. 
He was previously administrator of 
Memorial Hospital, Panama City, 
Fla. 


@ Fred P. Ryder has been appointed 
administrator of Anclote Manor 
Hospital, Tarpon Springs, Fla. He 
was formerly hospital consultant 
with the Florida State Board of 
Health. 


@ Wayne D. Schroeder has been 
appointed assistant to the adminis- 
trator of Sher- 
man Hospital, 
Elgin, Ill. He 
joined the staff 
of the hospital 
in July 1955 and 
was, until re- 
cently, adminis- 
trative assistant. 
Mr. Schroeder is 
currently study- 
ing business ad- 
ministration at 
Northwestern University. 


MR. SCHROEDER 


@ Sister M. Thomasine has been 
promoted from assistant adminis- 
trator to administrator of Queen 
of Angels Hospital, Los Angeles. 
Her previous hospital position was 
that of assistant administrator at 
St. Anne’s Maternity Hospital, Los 
Angeles, from 1947 until 1959. 


@ Frank H. Zimmerman, M.D., super- 


_intendent for the past 32 years of 


Colorado State Hospital, Pueblo, 
has announced his decision to re- 
tire for reasons of health. Dr. Zim- 
merman will remain at the insti- 
tution for one year in a consulting 
capacity. 
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Nursing need in the West 


NURSES FOR THE WEST. Western Coun- 
cil on Higher Education for Nurs- 
ing. Boulder, Colo., Western Inter- 
state Commission for Higher 
Education, 1959. 112 pp. No charge. 


This attractive, well organized 


_ publication of the Western Inter- 


book neviews 


state Commission for Higher Edu- 
cation contains a wealth of infor- 
mation for those concerned with 
the recruitment, preparation and 
orientation of nurses. The primary 
focus of the report is the western 
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Every possible 
traction and sling position 
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with the Zimmer 640A 
Overhead Frame. 


Octagon-shaped, the 
aluminum traction arm 
can be easily adjusted 
every 2214 degrees in a 
full 360-degree circle and 
clamped to hold securely 
in each position. 
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Chronicle of 20 years 
Another hospital accounting aid 


United States, yet it discusses 
problems and suggests approaches 
which have national implications. 

Although the document is ad- 
dressed to university administra- 
tors, nursing educators and legis- 
lators—those who must ultimately 
prepare future nurses and finance 
necessary educational programs— 
it merits the attention of hospital 
administrators who represent the 
major consumer of the end prod- 
uct. 

Facts about western nursing 
needs, the present supply and the 
educational facilities are presented 
in a graphic and straightforward 
manner. After dramatizing the gap 
between the supply and demand in 
the rapidly growing West, the re- 
port recommends action programs 
in six areas: 

1. Adapting recruiting programs 
to the specialized womanpower la- 
bor market. 

2. Strengthening existing pro- 
grams and nursing education. 

3. Planning for expansion at ex- 
isting schools in the light of the 
projected nurse supply and demand 
picture. 

4. Developing new junior..,col- 
lege and baccalaureate nursing 
programs in suitable environments. 

5. Expanding existing graduate 
programs and developing new 
graduate programs to help break 
the bottleneck resulting from the 
shortage of nurse teachers. 

6. Determining the relative pri- 
ority that should be given to nurs- 
ing so that nursing education 
programs can be developed or 
expanded. Legislators and admin- 
istration budget officers should do 
this. 

The authors outline the specific 
responsibilities of the region, the 
states, and the institutions; then, 
they list appropriate questions to 
be asked at each level. Certainly 
the voice of the hospital adminis- 
trator should be heard when these 
questions are answered. 

The Western Interstate Commis- 
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See the smooth finish of these Carolab cotton balls . 
feel the firmness, too. This is virgin long-staple cotton, 
carefully spun so that there are no nibs, no loose 
wispy ends. Carolab cotton balls are soft, yet with 


proper density for greater absorbency. 


There is a complete range of sizes—five to 


meet every need in the hospital... from 


nursery to accident ward, from pharmacy to : 
blood bank and laboratories. ie 


Carolab cotton balls are economical, too. They 
replace sponges in many hospital procedures 
to provide improved technic as well as lower 
cost. You will find Carolab is truly a better 


ball at a lower price. 


super 2000 per case 

special 2000 special is same size as large 
large 2000, 4000 but is almost twice as dense 
medium 4000, 8000 

small 8000 


rayon balls also available in the four larger sizes; same packing 
and price. 


On request, a large sample case of the complete line e 
of Carolah surgical dressings will be delivered 
for inspection by OR, OB and CRS supervisors, 
purchasing agent or business manager, and other _ 
interested hospital personnel. 


ABSORBENT COTTON 


(Division of Barnnharat Mfg. Co..tnc.) 


P.O. 2176 Charlotte 1, North Carolina 
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sion for Higher Education is to be 
complimented on this first regional 
study on which to base plans for 
nursing education in the West.— 
R. H. KROEPSCH, executive secre- 
tary, New England Board of Higher 
Education, Winchester, Mass. 


Chronicle of 20 Years 


The Massachusetts General Hos- 
pital, 1935-1955, a history covering 
this 20-year period, has been pub- 
lished by Harvard University 
Press, Cambridge ($10). Nathaniel 
W. Faxon, M.D., author of this 490- 
page volume, is director emeritus 
of the Massachusetts General Hos- 
pital and the Massachusetts Eye 
and Ear Infirmary. 

In this chronicle of the major 
activities of the Massachusetts 
General Hospital over a 20-year 
period, Dr. Faxon discusses the 
hospital’s physical growth, the 
extraordinary development of re- 


search, and the hospital’s place in’ 


the educational field. 

The author has divided the book 
into two parts, part one presenting 
the chronological history of the 
hospital and part two, the larger 


section, describing the work of the 
various hospital departments, 
affiliations with other hospitals, re- 
search, teaching, nursing, the con- 
tributions of women’s organiza- 
tions, and the hospital’s part in the 
war effort. Illustrations and a 
generous section of appendices are 
also included. 


Another hospital 


accounting aid 


CANADIAN HOSPITAL ACCOUNTING 
MANUAL. 2d ed. Canadian Hospital 
Association. Toronto, The Associa- 
tion, 1959. 211 pp. $5. 

The purpose of this manual, 
which is a complete revision of the 
1951 edition, is to serve as an edu- 
cational guide and reference, par- 
ticularly for Canadian hospitals. 
It is all encompassing, beginning 
with the principles of organization 
and the double entry bookkeeping 
system through fund accounting to 
hospital statistics, budgets and re- 
ports. It serves as a guide for Ca- 
nadian hospitals in meeting the 
requirements of their Provincial 
Hospitalization Schemes and fed- 
eral statistical reporting. 


This manual can be placed in a 
three-ring binder (an excellent 
practice) and could very well serve 
as an additional reference for 
American institutions, particularly 
smaller hospitals that do not have 
fully trained accounting personnel. 
The emphasis on departmental 
costing meets the needs of many 
hospitals interested in all inclusive 
rates. The introduction gives an 
excellent explanation of the func- 
tion of management of hospitals, 
and many illustrations of various 
forms and registers used in hospi- 
tals are included in the manual. 

The complete depreciation and 
accounts schedules are invaluable, 
but a comprehensive index would 
have been a major asset. 

In many respects, the manual 
combines The Uniform Chart of 
Accounts and Definitions for Hos- 
pitals of the American Hospital 
Association and Hospital Account- 
ing Principles and Practice by Le- 
roy Martin, in one well prepared 
and well edited manual.—G. B. 
ROSENFELD, administrator, Victoria 
General Hospital, Winnipeg, Mani- 
toba, Canada. 
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Congress returns to Washington this month—the 

pa Senate on August 8, the House on August 15. 
Lyndon Johnson of Texas, Senate majority leader 

and Democratic vice presidential nominee, is aiming 


me 7 for final adjournment of the 86th Congress by Labor 
- ~ Day, September 5. Serious consideration will be given 
ee to only the major health issues: appropriation bills, 


including the money bill for the Department of 
Health, Education, and Welfare; health care for the 
aged; minimum wage, and housing. 

ein President Eisenhower, it is reported, will present 
a State of the Union-type message at this final August 
session of Congress. With international events prom- 
inent, his message probably will concentrate on what 
he feels Congress must do in the foreign policy field. 
However, it is expected he will make reference at 
least to the need for such measures as health care 
for the aged, and possibly include aid to higher edu- 


Action Expected on Major Health Issues 


cation. In fact, two weeks before the Republican na- 
tional convention, Arthur S. Flemming, Secretary of 
Health, Education, and Welfare, said he would ask 
that the Republican platform include the administra- 
tion proposal for a $100 million grant program for 
construction of medical and dental school facilities. 


Democratic Platform May Affect 
Aged Care Legislation 


With the choice of Sen. John F. Kennedy (D-Mass.) 
as the Democratic presidential nominee, this coming 
session of the Democratic-controlled Congress is 
likely to be an early test of how literally the Demo- 
cratic candidates will carry out their 1960 party 
platform. Senator Kennedy has pledged himself to a 
health care for the aged program based on the Forand 
bill approach via social security. 

The Democrats, as anticipated, plainly stated in 
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their platform that the social security mechanism 
should finance health care for the aged. Among the 
several Democratic-proposed measures already be- 
fore Congress, the prospects seem best for the Ander- 
son [Sen. Clinton Anderson (D-N.Mex.) ] amendments 
to the House-passed social security amendments of 
1960 (H.R. 12580). The Anderson program substitutes 
social security financing for the House-approved 
federal-state program. The latter now carries some 
administration backing; the administration, however, 
wants its own federal-state program, introduced June 
30 by Sen. Leverett Saltonstall (R-Mass.), incor- 
porated in the new legislation. 

The first postrecess steps will be taken in the 
Senate, where the Senate Finance Committee was 
considering the health care of the aged issue when 
Congress recessed. If Congress puts through a broad 
social security health care bill, President Eisenhower 
will be faced with a veto decision. 


Other New Bills Would Aid Aged 


Several new federal legislative ideas in health and 
related fields were submitted as bills just before 
Congress recessed. And, again, the country’s senior 
citizens would benefit from some of these proposals. 

Sen. Patrick V. McNamara (D-Mich.) sponsored 
two. The first, introduced on June 30 (S. 3793), 
would establish a senior citizens service training 
program, which would help older people contribute 
their energies and talents to manpower needs. 
Senator McNamara stated that “hospitals, senior 
activity centers, schools and families in need of home 
health services would all benefit if otherwise retired 
men and women could be called upon to render 
services’’. 

The Michigan Senator’s second bill, introduced one 
day later, is called “a declaration of objectives for 
senior Americans’. It would establish a U.S. Office 
of Aging within the Department of Health, Educa- 
tion, and Welfare to be headed by an assistant secre- 
tary for aging. It would also authorize a federal 
grants program to help develop and carry out studies 
and other projects to aid older persons. Similar ob- 
jectives would be served by a House bill introduced 
just before Congress recessed by Rep. Peter Rodino 
(D-N.J.); the bili (H.R. 12960) would set up a 
Bureau of Senior Citizens in HEW. 


DRUG LEGISLATION 


The controversial hearings of the Kefauver [Sen. 
Estes Kefauver (D-Tenn.)] Antitrust and Monopoly 
Subcommittee on practices in the pharmaceutical field 
produced two pre-recess bills. Senator Kefauver in- 
troduced one (S. 3677) in mid-June. Administration 
proposals were incorporated in another (S. 3815) 
introduced by Sen. Lister Hill (D-Ala.) on July 2. 

Both would strengthen and extend the regulating 
and licensing of drugs under the Federal Food, Drug 
and Cosmetic Act. Secretary Flemming commented 
that the Kefauver proposal “would confine inspection 
to prescription drugs’, whereas the administration 
program would be “across the board’’. 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Chiropodist Equivalent to a Nurse 


A chiropodist may assist a surgeon if he engages 
in those activities which a registered nurse is au- 
thorized to perform. So ruled the Supreme Court of 
Michigan in another case involving Samuel Albert, 
M.D. He is the same physician whose litigation 
against the Gogebic County Public Hospital created 
new case law and stimulated an amendment to the 
state’s Public Hospital Act. See HOSPITALS, J.A.H.A., 
April 1, 1960, p. 89. 

In this matter, Dr. Albert and his brother James, a 
chiropodist, were defendants in a criminal action. 
Samuel performed a mastectomy operation and was 
assisted by his brother James. The criminal complaint 
accused Samuel of allowing, and James of commit- 
ting, the unlawful practice of medicine, by professing 
to cure or relieve physical disease and ailments by 
attendance, advice, appliance and by other means 


not covered by James’s license as a chiropodist. The 
doctors moved to quash the complaint; they were 
denied at the trial court level, but were upheld by the 
Michigan Supreme Court. 

The high court concluded that it was no crime for 
Dr. Samuel “to allow” one to practice medicine with- 
out a proper license. The court also determined that 
the acts of James as an assistant to Samuel were 
those that could have been performed properly by 
a nurse. He did not practice medicine, but rather 
assisted, handled clamps and forceps and scrubbed 
up in the doctors’ scrubroom. He neither held him- 
self out to practice medicine or surgery, nor did he 
actually practice them. 


HOXSEY SETS PRECEDENT 
A precedent case relied upon by the court was 


People v. Hoxsey, 260 Mich. 648, 245 NW 543. “Dr.” 
Hoxsey, a man whose contact with law enforcement 
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processes has enriched legal lore, was “interested” 
in relieving sufferers from cancer. Patients were seen 
by a licensed physician while Hoxsey stood by and 
“corrected” the physician’s diagnosis and plan of 
treatment. Nevertheless, Hoxsey was held not to have 
practiced medicine or to have held himself out to the 
public as a physician. 

The latest Albert case does not restrict, of course, 
the authority of the governing board of a hospital, or 
its delegated agent, to select the healing arts practi- 
tioners who will use the hospital, based upon educa- 
tional background, experience and nature of the 
license held. Although the case indicates that no 
criminal action will lie against a chiropodist acting 
in the capacity of a nurse, or against a physician who 
allows or encourages the chiropodist so to act, it does 
not grant authority to the chiropodist to use the 
facilities of a hospital. Any such privileges would 
have to be awarded just as other medical staff privi- 
leges are dispensed. People v. Albert, 101 NW 2d 378 
(Mich., 1960). 


Verdict Against Hospital 
in Staph Infection Case 


The first hospital to have been held liable in a 
“staph” infection case is a voluntary nonprofit insti- 
tution in Tennessee. Heretofore, the cases reported 
have resulted in verdicts for the defendant hospitals. 
The Tennessee judgment will be appealed, however, 
since there are doubts in the minds of counsel as to 
whether there was adequate proof that the staph 
infection (1) was acquired in the hospital and (2) was 
a result of hospital negligence. 

The action was brought on behalf of a mother and 
baby, each of whom developed boils after being dis- 
charged from the hospital. The child died and the 
mother’s affliction was so extreme that psychiatric 
care was needed. Attorneys for the plantiff examined 
some of the hospital’s records and interviewed its 
personnel prior to preparing their claim. 


PLAINTIFF'S “‘EVIDENCE”’ 


In the course of the trial, plantiff’s attorneys 
stressed passages from the handbook, “Standards and 
Recommendations for Hospital Care of Newborn In- 
fants—Full Term and Premature,” published by the 
American Academy of Pediatrics. A former nurse in 
the hospital testified that she saw employees take 
used scrub brushes and comb the hair of the newborn 
before removing the infants from the delivery rooms. 
The fact that the hospital granted a reduction in the 
hospital bill after the staph infections developed was 
alleged by the plaintiff to be an admission of liability 
on the part of the institution. 

The jury’s verdict for the plaintiffs resulted in a 
judgment of $25,000 against the hospital. No doctors 
were joined in the suit, however. If the appeal tran- 
spires, the published judicial opinion will represent 
the first reported or precedent case on liability to pa- 
tients for hospital acquired staph infection. 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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NEWS 


IN NEW YORK CITY— 


Public Hearings Held on Feud Involving 
M.D.’s Associated with Medical Service Plan 


Charges of discrimination and 
conspiracy on the part of Staten 
Island hospitals against physicians 
associated with the Health Insur- 
ance Plan of Greater New York 
(HIP) were aired publicly on July 
1l at a day-long hearing held in 
New York City. The charges have 
been receiving considerable pub- 
licity in recent months. HIP is a 
prepayment agency providing 
medical services and supported in 
part by the City of New York. 
Approximately 40 per cent of the 
city’s 246,000 employees are mem- 
bers of HIP, and the city pays half 
the cost of their enrollment. The 
plan’s total membership numbers 
575,000 persons; 24,000 of them 
are residents of Staten Island, 
according to testimony presented 
at the hearing. 

Allegations that Staten Island 
hospitals and the Richmond County 
Medical Society discriminated 
against physicians serving on HIP 
panels by barring them from staff 
privileges have continued for the 
past two and half years. HIP has 
charged that at that time the three 
major voluntary hospitals on the 
island began refusing to admit to 
practice any new physicians affil- 
iated with the plan. 

The matter exploded into bitter 
animosity last June when a 41- 
year-old physician, the only HIP 
obstetrician in the Borough of 
Richmond privileged to deliver a 
baby in the three major hospitals, 
died suddenly, allegedly from over- 
work. The public hearing was 
scheduled soon after the physi- 
cian’s death by the Joint Legis- 
lative Committee on Health In- 
surance Plans, whose chairman is 
Republican State Senator George 
R. Metcalf. 

Key witness at the hearings 
was George Baehr, M.D., who is 
chairman of the State Public 
Health Council, past president of 
HIP, member of the city’s Board 
of Hospitals and a board member 
of the Hospital Council of Greater 
New York. Testifying also were 
representatives of labor and other 
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groups, who expressed sharp crit- 
icism of the three hospitals for 
excluding qualified HIP physicians 
from their staffs. 

Dr. Baehr said that Staten 
Island’s “selfish, monopolistic med- 
ical boards” have created “a built- 
in monopoly of hospital practice 
for themselves”, and charged that 
the Richmond County Medical So- 
ciety had joined in “a deliberate 
conspiracy in restraint of trade’’. 

Dr. Baehr was seconded in his 
argument by Dean A. Clark, M.D., 
general director of Massachusetts 
General Hospital, Boston. Dr. 
Clark commented that it has been 
the practice of some segments of 
the medical profession to use hos- 
pitals as an “economic weapon” 
against health insurance groups. 
Health plans have occasionally had 
to resort to litigation, he added, 
to prevent hospitals from barring 
member patients or physicians. 

Three physicians were among 
witnesses taking the opposite side. 
George W. McCormick, M.D., mem- 
ber of the medical board at St. 
Vincent’s Hospital of the Borough 
of Richmond and past president of 
Richmond County Bar Association, 
denied the conspiracy charges 
brought by HIP. He called the 
health plan’s campaign “sensation- 
al and unfair” and defended the 
necessity for careful determination 
of hospital staff memberships. 

Another witness, Herbert Ber- 
ger, M.D., director of medicine at 
Richmond Memorial Hospital, ad- 
mitted his antagonism toward HIP, 
but denied that his personal feel- 
ings had influenced his decisions 
with regard to medical staff ap- 
pointments. 

Joseph F. Shanaphy, staff mem- 
at both St. Vincent’s and Rich- 
mond Memorial hospitals, criti- 
cized the principle of HIP, calling 
it a “monopoly nurtured by eco- 
nomic duress .. .” 

Following the hearings, the three 
Staten Island hospitals showed 
willingness to admit two obstetri- 
cians “mutually acceptable” to 
themselves and HIP. New York 
Mayor Robert F. Wagner, inter- 


viewed while in Los Angeles for 
the Democratic convention, said 
the hospitals indicated in discus- 
sions with him that they were 
awaiting nominations of the ob- 
stetricians from HIP. The mayor 
said that a complete solution of 
the problem cannot be expected 
immediately and that further dis- 
cussions will take place in Sep- 
tember, when he expects to receive 
a report from the city’s Health 
Insurance Board on methods of 
providing medical services for the 
city’s employees. . 


Hospitals in Indiana Face 
Challenge of Union Drive 


Hospitals of Lake County, Ind., 
are the target of an intensive or- 
ganization drive by Local 208 of 
Building Service Employees Inter- 
national Union, AFL-CIO. The lo- 
cal has announced it intends to 
enroll approximately 3500 nonpro- 
fessional employees of the county’s 
six hospitals and has claimed the 
drive is being subsidized by the 
international union. An organizer 
has been appointed expressly to 
direct the local’s hospital organiz- 
ing effort. In its initial stage, the 
drive has concentrated on two 
Gary, Ind., hospitals. 

The union’s campaign was met 
by all Lake County hospitals joint- 
ly, through their council. The 
Northwest Indiana Hospital Coun- 
cil, with a six-hospital member- 
ship, adopted a resolution opposing 
unionization of hospital employees, 
and made that resolution public 
through all available communica- 
tions media. 

The resolution pointed to the 
exemption of hospitals from col- 
lective bargaining under federal 
law; it noted that collective bar- 
gaining creates a strixe hazard 
and threatens patient welfare, and 
stated that hospitals are public 
service institutions whose primary 
obligation is to provide the best 
possible care to their patients. 

The campaign of Local 208 
against the two Gary hospitals 
continued through mid-July. Or- 
ganizers sporadically appeared 
outside the hospitals to contact em- 
ployees and hand out pamphlets. 
Attempts were also being made to 
organize the area’s nursing homes. 

Local 208 has represented cus- 
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todial employees of Gary public 


' schools and food service and sec- 


retarial employees. The local has 
also been active in other neighbor- 
ing communities. 


National Foundation Asks 
Hospitals to Defer Debts 


The National Foundation an- 
nounced last month that it is unable 
to pay its debts and has asked 
hospitals to permit deferred pay- 
ments on the $2 million it owes 
for the care of polio patients over 
the past three years. The financial 
problems of the foundation are 
the result of failures of recent 
fund-raising campaigns. 

The foundation attributed the 
drop in contributions to a decline 
in public concern over poliomyelitis 
since the development of the Salk 
vaccine. The foundation said that 
public contributions have dwindled 
to less than half of the record 
high, $68 million, raised in 1954. 

The Boston, Los Angeles, Hous- 
ton, Cincinnati, Chicago and De- 
troit chapters are especially short 
of funds. However, the national 
office said it had given a guarantee 
that debts would be paid, and re- 
ported that most hospitals had 
agreed to extend the payments up 


to five years. Meantime, chapters 
which have some emergency funds 
remaining are being asked to give 
financial aid to chapters in areas 
that had suffered severe outbreaks 
of polio. Special fund drives are 
also planned this summer for the 
problem areas. ad 


Groups Elect Officers 


Alasaka State Hospital Association: 
president, George Van _ Tilberg, 
controller, Providence Hospital, 
Anchorage; vice president, Mrs. 
Dorothy Thomsen, administrator, 
Sitka Community Hospital; secre- 
tary-treasurer, Mrs. Judy Calhoun, 
Sitka Community Hospital. 

Michigan Hospital Association: presi- 
dent, Roger B. Nelson, M.D., asso- 
ciate director, University Hospital, 
Ann Arbor; president-elect, Fred- 
erick S. Burd, director, Holland 
City Hospital; first vice president, 
Marion Wright, R.N., director, Jen- 
nings Memorial Hospital, Detroit; 
second vice president, Sister Mary 
Maurita, R.S.M., administrator, St. 
Mary’s Hospital, Grand Rapids; 
treasurer, Bernard E. Lorimer, ad- 
ministrator, Midland Hospital. 

Mississippi Hospital Association: presi- 
dent, Reed B. Hogan, administra- 
tor, Coahoma County Hospital, 


This advertisement is neither an offer to sell, nor a solicitation of an offer to buy any of these Securities. 
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Clarksdale; president-elect, H. 
Dean Andrews, administrator, 
Vicksburg Hospital. 


Dr. Elliott Named to AHA 
Professional Servicés Staff 


The appointment of Frederick 
N. Elliott, M.D., as assistant direc- 
tor of the Division of Professional 
Services of the American Hospital 
Association has been announced by 
Edwin L. Crosby, M.D., director of 
the Association. 

Before assuming his new posi- 
tion last month, Dr. Elliott was 
for a year surveyor for the AHA 
on behalf of the Joint Commission 
on Accreditation of Hospitals and 
of the listing program of the Asso- 
ciation. Last year, he graduated 
from the Northwestern University 
program in hospital administration. 
Before that, Dr. Elliott, a graduate 
of the University of Manitoba 
Medical School, had been in private 
practice for 12 years in Victoria, 
B.C. He served as chief of staff at 
St. Joseph’s Hospital in Victoria. ® 


1960 hospital 
administrative residents 


Following is a listing of students 
who have completed their class- 
room work in hospital administra- 
tion and have been assigned to 
residencies. This a continuation of 
a listing begun in the July 1 issue 
of this Journal. 


UNIVERSITY OF MONTREAL 


Program director: Gerald LaSalle, 

M.D. 

BERTHIAUME, Claude (residency 
not determined) 

CARTER, Clement, M.D., to Sam- 
uel S. Cohen, executive director, 
Jewish General Hospital, Montreal, 
Que. 

CHAUSSE, Guy, to Paul J. La- 
plante, M.D., director general H6- 
pital St-Luc, Montreal, Que. 

GAUVREAU, Louis, to Paul E. 
Olivier, administrator, H6pital Jean 
Talon, Montreal, Que. 

JULIEN, Claude, to Robert F. 
Ingram, M.D., executive director, 
Montreal (Que.) Children’s Hos- 
pital. 

LEGAULT, Gaston, M.D., to Paul 
Bourgeois, M.D., director general, 
Hoépital Notre-Dame, Montreal, 
Que. 

PoTuieR, André, M.D., to Albert 
Nantel, Hopital Ste-Jeanne-d’Arc, 
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from the ground UP 


Colson starts with the first essential, mobility, and begins building 
quality there with Colson wheels and casters. Seventy-five years of 
experience go into putting together the total unit. Literally from the 
ground up, Colson builds it better, supplying the complete product 
and a complete line of hospital equipment. From casters to completion, 
each part of Colson’s P.A. Stretcher is made with the careful precision 
that has made Colson famous for long-lasting quality. In the long 
run, quality costs less. Buy once, buy the best .. . Colson. 


COLSON’S 
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Vv 


75 years of experience in supplying 
field-tested equipment and casters to 
industry and institutions. Millions of 
satisfied customers know and respect the 
name COLSON . . . synonym for quality. 
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ANNOUNCING TWO MAJOR IMPROVEMENTS IN COLSON’S FINE P.A. STRETCHER 


Already preferred for its simple design, ease of operation, and patient-comfort. 
Colson adds two important improvements. The wheel base is 16% wider, provid- 
ing safety and stability during patient transfer, tilting and elevating. Safety side 
rails now have rounded corners. Other features included are: square-socket IV 
rods; wide track wheels; head rest with double horizontal bars; full 80-inch litter, 
and optional four-inch air foam pad for ultimate patient-comfort. Dozens of 
accessories available to create the perfectly equipped comfortable P.A. Stretcher. 
Write today for a free illustrated catalog showing the full line of quality Colson 
stretchers. Colson has one for every requirement. 
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Montreal, Que. 
SAINT-PIERRE, Leonce (residency 
not determined ) 


YALE UNIVERSITY 
Program director: George S. Buis 


BreeM, Gordon R., to Maj. Ken- 
neth H. Long, U.S. Air Force Hos- 
pital, Maxwell Air Force Base, 
Montgomery, Ala. 

CaPILI, Benjamin L., to Edgar 
Geibel, administrator, Stamford 
(Conn.) Hospital. 

FLETCHER, Alfred E., to A. W. 
Snoke, M.D., director, Grace-New 
Haven (Conn.) Community Hospi- 
tal. 

GLOoveR, George I1., to G. F. 
Stephans, administrator, George 
F. Geisinger Memorial Hospital, 
Danville, Pa. 

JANASZ, Edward A., to Winthrop 
B. Osgood, M.D., administrator, 
Memorial Hospital, Worcester, 
Mass. 

MONTAMENI, Saeed T., M.D., to 
A. Adib, M.D., Minister of Health, 
Tehran, Iran. 

PREKUP, Joseph T., to Dean A. 
Clark, M.D., general director, Mas- 


YALE UNIVERSITY residents and staff are (from left) seated: Joseph T. Prekup; Robert J. 
Pelletier (research assistant); George S$. Buis (program director); Albert W. Snoke, M.D. (director, 
Grace-New Haven Community Hospital); Edward M. Cohart, M.D. (acting chairman, Department 
of Public Health); John D. Thompson (research associate). Second row: Harold W. Wicks; 
Edward A. Janasz; Alfred E. Fletcher; George |. Glover; Benjamin L. Capili; Lt. William R. 
Slivka; Lt. Gordon R. Beem; Herbert Rubinstein; G. Pierce Taylor; Saeed T. Motameni, M.D.; 
Raymond C. Walker. 


UNIVERSITY OF MONTREAL residents and staff are (from left) front row: Claude Julien; 
Albert Nantel (professor in business administration); Mother Jeanne-Mance, R.H.S.J. (assistant 
course director); Gerald LaSalle, M.D. (course director); Leo Dorais (professor in human 
relations); Clement Carter, M.D. Second row: Leonce Saint-Pierre; Lovis Gauvvreauy; Andre 
Pothier, M.D.; Guy Chausse; Claude Berthiaume; Gaston Legualt, M.D. 


sachusetts General Hospital (Mc- 
Lean Hospital), Belmont, Mass. 


RUBINSTEIN, Herbert, to John A. 
Harrison, administrator, Lynn 


describes the change 
in the standards of 
sterility in the 

past 50 years. 
‘‘Night and day”’ for 


have maintained these 
high standards. 


50 years, Diack Controls 


(Mass.) Hospital. 

SLIVKA, William R., to Col. John 
R. Kelley, U.S. Air Force Hospital, 
Carswell Air Force Base, Fort 
Worth, Tex. 

TAYLOR, G. Pierce, to J. Dewey 
Lutes, administrator, Woonsocket 
(R.I.) Hospital. 

WALKER, Raymond C., to Dean 
A. Clark, M.D., general director, 
Massachusetts General Hospital, 
Boston. 

Wicks, Harold W., to Richard 
T. Viguers, administrator, New 
England Center Hospital, Boston. 


Hospital association 
meetings 


(Continued from page 6) 


17-20 American Dental Association, Los An- 
geles (Statler-Hiltcn Hotel) 

18-21 American Dietetic Association, Cleve- 
land (Sheraton Hotel) 

18-21 American Nursing Home Association, 
Washington, D.C. (Mayflower Hotel) 

19-20 Washington State Hospital Associa- 
tion, Spokane (Davenport Hotel) 

19-20 North Dakota Hospital Association, 
Williston 


1909 


SMITH & UNDERWOOD, Royal Oak, Michigan 20-21 Nebraska Hospital Association, Oma- 


ha (Sheraton Fontenelle) 


Sole manufacturers of Diack Controls and Inform Controls 24-26 Directors of Hospital Volunteers (Bas- 


ic), Cleveland (Statler-Hilton Hotel) 
24-26 Ontario Hospital Association, Toron- 
to (Royal York Hotel) 
24-28 California Hospital Association, Santa 
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a (Miramar and Biltmore Ho- 

te 

24-28 Medical Social Work in Hospitals, 
Kansas City (Bellerive Hotel) 

25-26 South Dakota Hospital Association, 
Mitchell (Masonic Temple) 

25-27 Associated Hospitals of Alberta, Ed- 
monton (Jubilee Auditorium) 

25-27 Associated Hospitals of Manitoba, 
Winnipeg (Royal Alexandra Hotel) 

31-Nov. 3 American Public Health Associ- 
tion, San Francisco (Civic Center) 

31-Nov. 4 Staffing Departments of Nursing, 

Chicago (AHA Headquarters) 


NOVEMBER 


3-4 Oklahoma Hospital Association, Okla- 
homa City (Skirvin Hotel) 

7-11 Hospital Purchasing, Chicago (AHA 
Headquarters) 

7-11 Hospital (Advanced), 
New York (Sheraton-Atlantic Hotel) 

7-11 Physical Therapists, Los Angeles 
(Ambassador Hotel) 

10-11 Kansas Hospital Association, Wichita 
(Broadview Hotel) 

10-11 Virginia Hospital Association, Roa- 
noke (Hotel Roanoke) 

14-17 Nursing Service Supervision, Salt 
Lake City (Hotel Utah and Motor 
Lodge) 

14-18 American Occupational Therapy As- 
sociation, Los Angeles (Statler-Hilton 
Hotel) 

16-18 Missouri Hospital Association, Kan- 
sas City (Hotel President) 

16-19 National Association for Mental 
Health, Denver (Denver-Hilton Hotel) 

17-18 Arizona Hospital Association, Tucson 
(Hiway House) 

17-18 Minnesota Hospital Association, St. 


Paul (St. Paul Hotel) 

21-22 Credits and Collections, Chicago 
(AHA Headquarters) 

28-Dec. 1 American Medical Association, 
Clinical Meeting, Washington, D.C. 
(Park-Sheraton Hotel) 

29-Dec. 1 Hospital Dental Service (Ad- 
vanced), Chicago (AHA Headquarters) 


DECEMBER 


1-2 Florida Hospital Association, Miami 
(Everglades Hotel) 

1-2 Illinois Hospital Association, Chicago 
(Pick-Congress Hotel) 

4-9 Radiological Society of North Amer- 
ica, Cincinnati (Netherland-Hilton Ho- 
tel) 

5-7 Hospital Purchasing (Advanced), San 
Francisco (Whitcomb Hotel) 

5-7 Medical Record Librarians (Ad- 
vanced), Chicago (AHA Headquarters) 

5-8 Nursing Service Supervision, Roanoke 
(Hotel Roanoke) 

12-14 Labor Relations, Chicago (AHA 
Headquarters) 

12-16 Hospital Design and 
Washington, D.C. (Park-Sheraton) 

26-31 American Association for the Ad- 
vancement of Science, Philadelphia 


JANUARY 


8 Puerto Rico Hospital Association, 

Santurce (Medical Association Bldg.) 

19-20 Alabama Hospital Association, Mont- 
gomery (Whitley Hotel) 

23-24 National Association of Private Psy- 
chiatric Hospitals, Scottsdale, — Ariz. 
(Safari Hotel) 

30-Feb. 3 American Protestant Hospital As- 
sociation, Kansas City (Muehlebach 
Hotel) 


Association section 
(Continued from page 53) 


Southern Nevada Memorial, Las 
Vegas 
Sunrise, Las Vegas 
NEW HAMPSHIRE 
Grafton County, Woodsville 
NEW MEXICO 
St. Mary, Gallup 
Rehoboth Mission, Rehoboth ° 
Guadalupe General, Santa Rosa 
Holy Cross, Taos 
St. Ann’s, Truth or Consequences 
Tucumcari General, Tucumcari 
NEW YORK 
Mineville, Mineville 
NORTH CAROLINA 
U.S. Air Force, Seymour Johnson 
Air Force Base, Goldsboro 


NORTH DAKOTA 
Northwood Deaconess, Northwood 


OKLAHOMA 
U. S. Air Force, Clinton-Sherman 
Air Force Base, Foss 
PENNSYLVANIA 
Colver, Colver 
Raymond, Johnston 
Mt. St. Joseph Infirmary, Phila- 
delphia 


SUCTION — PRESSURE 


POWERFUL ROTARY PUMP ON MOBILE STAND 


41352 


COMPLETE 
AS SHOWN 


Not a cheap, dia- 
phragm-type pump, 
but a genuine 4-blade 
rotary. Powerful as 
a giant, quiet as a 
whisper. Ideal for 
floor duty as a continu- 
ovs service aspirator. 
Suction to 27”. Pres- 
sure, 25 ibs. per sq. in. 
Standard equipment 
includes gouges, regu- 
lators, automatic oiler, 
muffler, filter, liquid 
trap, suction tube, 
cord and switch. 
Mounted on metal 
stand with drawer, 
stainless top and shelf 
with 1 gallon bottle 
with metal, separate 


WOCHER’S 
Hespitel Supplies 
609 COLLEGE ST. 
CINCINNATI 2, O. 
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SOMETHING 
to the Famous HALPERT-WEAVER 


MODEL NO. 100—Complete with all 
$1084.00 


MODEL NO. 200—Complete with all 
standard equipment plus sump drain 


stondard equipment 


MODEL NO. 300—Complete with all 
stenderd equipment plus center drain and 
dewndroft exhaust system through ped- 
MODEL NO. 400—Ceomplete with all 
standard equipment pilus center drain, 
sump drain and downdraft exhaust system 


fittings. through pedesio! ............ $1692.00 
HYDRAULIC LIFT ON ALL TABLES $400.00 
3 YEAR GUARANTEE. DISPOSAL ON ALL TABLES ..... $432.00 | 


PURCHASE DIRECT FROM FACTORY 


Industrial Metal Fialures 


HAS HAPPENED 


NECROPSY TABLES 


$1213.00 


Schedule 
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SOUTH CAROLINA 
U. S. Air Force, Myrtle Beach 
TEXAS 
Doctors, Dallas 
Southwest General, Dallas 
Chocolate Bayou, Houston 
Texas Institute for Rehabilitation 
and Research, Houston 
VIRGINIA 
John Randolph, Hopewell 
South Boston, South Boston 
Virginia Beach, Virginia Beach 
WISCONSIN 
U.S. Air Force, Truax Field, Madi- 
son 
WYOMING 
Converse County Memorial, Doug- 
las 


Hospital-nursing 
home liaison 


(Continued from page 41) 


are no longer used for home care 
patients. 

These same foster homes are 
also used by the social service 
department for placing other pa- 
tients. As in the nursing home, the 
home care patients in foster homes 
usually do much better than other 
patients in the same homes. This 


This is not a success. 


YOU NEED THIS AS MUCH AS 
. . . IF NOT MORE THAN . . . MONEY 


Public approval and financial support are not inseparable. 


Too often a fund raising campaign is successful from a financial stand- 
point, but the funds are gained in an atmosphere of public distaste. 


More than anything else, to insure long-range public support for your 
institution, what is needed is public understanding of your needs, and sym- 
pathy toward them, not grudging “give or we close the doors” cooperation. 


For that is not cooperation at all. 


This is but one reason more and more institutions turn to Lawson 
Associates for counsel on matters of finance. 


Accepted for listing by The American Hospital Association 


LAWSON ASSOCIATES .... 


und raising 


Home Office: 
53 North Park Avenue, Rockville Centre, New York, Rockville Centre 6-8000 
Branches: 

3545 Lindell Boulevard 24 North Wabash Avenue 101 Jones Building 
St. Louis, Missouri Chicago 2, Illinois Seattle, Washington 
Jefferson Financial Mutual 2-3691 
430 West Monroe Street 2015 J Street 624-736 Granville Street 
Jacksonville 2, Florida Sacramento 14, California Vancouver, B. C. 
Elgin 3-3226 Hickory 6-5759 Mutual 4-2618 
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is because of the medical control 
possible and the many services 
available from the home care pro- 
gram. In fact, when patients who 
are not to be supervised by home 
care are referred to either a nurs- 
ing home or a foster home, some- 
one usually asks if there is any 
possibility that the patients can 
be accepted by home care. 


The home care professional team 
has demonstrated that the opera- 
tors of nursing homes and foster 
homes respond well to this kind 
of direction. The physician, of 
course, emphasizes good physical 
care and treatment of the patient 
and sees that specific receommenda- 
tions are carried through. In addi- 
tion to working with the patient 
and family in effecting an adequate 
adjustment, the caseworker also 
emphasizes to the operators the 
importance of attitudes and psy- 
chological handling of patients. 
The physical therapist not only 
treats the patient directly but also 
teaches the personnel how to help 
the patient carry on from day to 
day with the established physical 
therapy program. Similarly, other 
professional disciplines have their 
specific niche on the home care 
team. 

During the past four years, 
home care has demonstrated that 
it is possible and feasible to estab- 
lish close and effective liaison be- 
tween the hospital and nursing and 
foster homes, In view of this ex- 
perience, it seems evident that 
more constructive relationships are 
developed and better patient care 
is assured when the hospital’s own 
physicians are responsible for the 
patient. If the professional team 
approach is used and all needed 
services made available as re- 
quired by the patient, the effec- 
tiveness of the liaison is even more 
pronounced. 


The price of 
medical education 
(Continued from page 47) 
house staff, these services would 
have to be purchased elsewhere 
at a greater cost. The remaining 


$6316 in costs are for “outside 
training”. This is money spent for 
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travel expenses for residents who 
attend meetings in other cities and 
for tuition to various university 
courses. It is also used to cover 
expenses of certain guest speakers 
coming to the hospital. This money 
comes from funds accumulated by 
the various medical services from 
physician service payments and 
from donations by attending phy- 
sicians—not from the patient. 
Another source is the income from 
gifts and bequests to the hospital 
and from foundation grants. 

In summing up, then, education 
costs are paid by both private and 
ward patients, third party payers 
(Blue Cross, insurance, and gov- 
ernment), private endowments, 
special bequests, foundation grants, 
government grants, and donations 
of time and money by physicians. 
It would seem that this group rep- 
resents a comprehensive partner- 
ship of private citizens, private 
organizations, and government. 
Can there be a fairer method of 
paying for medical education? 
What are the alternatives? 

1. The intern and resident, by 

tuition payment? 

2. Government, by concentrat- 
ing all graduate medical 
education in government hos- 
pitals? 

The patient alone? 

The third party payer alone? 
5. The endowment and bequest 
alone? 

The foundation grant alone? 

7. The physician or his profes- 

sional society alone? 

The answer seems obvious: All 
of us benefit. One of every eight 
people will use a hospital this year; 
in eight years we all will have 
used one. The voluntary partner- 
ship of these people and groups 
is the preferable method of pay- 
ing for medical education. 


= 


The need for public education 
in the costs of medical education 
is obvious. We all have the respon- 
sibility of seeing that our story is 
told. The late Alan Gregg, M.D., 
of the Rockefeller Foundation, 
summarized our position precisely: 
“The cost of medical education is 
a part of the cost of medical 
care.’”’* 


*From Challenges to Contemporary 
Medicine by Allen Gre M.D., New 
Linge * Columbia Unive ty Press, 1956, 
pp . 
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In addition to greater safety in 
the hospital, a house staff elevates 
the quality of medicine practiced. 
It is no accident that medical 
education and medical progress are 
found in the same hospitals. Con- 
tinued approval from regulatory 
bodies of an educational program 
depends upon a qualified medical 
staff, a sufficient number of pa- 
tients, and proper facilities and 
organization. These factors not only 
must be present, but they must be 
constantly improving. In addition, 
the presence of highly trained, in- 


quisitive young minds is a stimulus 
to learning and improvement. Bet- 
ter medical care in the teaching 
hospital and eventually throughout 
the country is the result. 

The question should not be, 
“What is the cost of medical educa- 
tion to the hospital?” Rather, it 
should be, “What would the ab- 
sence of medical education cost the 
hospital, the patient, and the com- 
munity?” The answer is human 
lives. 

To tell our story to the public, 
we need only tell the truth. 5 
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‘Finally—a practical solution to t 


problem of infant hand restraint. 


‘after surgical or therapeutic pro- 
cedure or during treatment. Steri- 
lon L-BOW Restraints protect the 
— from possible self injury: 
_ without the frustration and cran 
immobilization causes. 


or no attention while in use. 
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AUGUST 1, 1960 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 


insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


Nearly new diagnostic X-RAY, automatic 
Picker Antomatic for hospital. Write Box 
206-H, Holland, Michigan. 


OBSERVE WITHOUT DISTURBING: Se- 
cretly—through transparent mirrors! Free 
information: One-Way Mirror; HA-860; Box 
625; Mt. Vernon, New York. 


POSITIONS OPEN 


CONSULTANT MEDICAL RECORD LI- 
BRARIAN to seven Public Health Service 
General Medical and Surgical Hospitals in 
Alaska. Headquarters at Anchorage, Alaska 
where there is a 400 bed hospital with six 
others of varying size elsewhere in Alaska 
from Mount Edgecumbre (Sitka) in South- 
east to Barrow in the Far North. Standard 
nomenclature and international classifica- 
tion used. Salary $8,131 annual plus trans- 
portation to Anchorage. Quarters and 
meals for single applicant at nominal cost. 
Civil Service Benefits and Requirements 
apply. Address replies to Personnel Offi- 
cer, Public Health Service, Alaska Native 
Health Area Office, Box 7-741, Anchorage, 
aska. 


ANESTHETIST: Nurse; for 170 bed hospi- 
tal collegetown—excellent personnel poli- 
cies 40-hour week—living accommodations 
in nurses’ home if Pay uested. Appiy— 
Richard E. Cummings, Administrator, J. 
C. Blair Memorial Hospital, Huntingdon, 
Pennsylvania. 


DIETITIAN: must be registered and well 
qualified to handle a 285 bed general hos- 
pital. Excellent salary with ll mainte- 
nance if desired. We have beautiful nurses’ 
home, all private rooms nicely furnished, 
located 36 miles from New York City, 
served by Lackawanna Railroad as well as 
several bus lines. Write giving full quali- 
fications to Dover General Hospital, Jar- 
dine Street, Dover, New Jersey, Attention: 
Barker, Director. 


MEDICAL RECORD LIBRARIAN, R. R. 
L: Chief of Department, staff of 25, 69u 
bed general hospital. Integral part of de- 
veloping 236 acre Detroit Medical Center. 
Standard Nomenclature, terminal digit, 
I.B.M. Salary open, minimum experience 
three years. L beral personnel licies. 
Write or phone collect, Personnel Direc- 
tor, Harper Hospital, B Street, 
Detroit 1, Michigan. 
+ 
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DIETITIAN: Preferably A.D.A. member 
for 135 bed general hoantinl located in 
rural Delaware close to shore resorts. 
Hospital is beautifully situated and well 
equipped including a Nurses Training 
School with a capacity of fifty students. 
Good personnel policies, and 
mensurate with ability and background. 
Apply G. R. Lorenz, Administra 

rial Hospital, Milford, Dela- 


STAFF POSITIONS OPEN: Office Man- 
ager $700; Director of Nursing $700; Die- 
titian $600; Supervisor Maternity 50; 
Librarian ; Supply Supervisor 
Delivery upervisor $400; Supervisory 
RN’s (20) $400; Dental Supervisor $385; 
Housekeeper $375; RN’s (75) $365; 200 Line 
Personnel $300 up. Approved Personnel 
Agency, 1311 South Los Angeles Street, 
Anaheim, California. PRospect 2-1540. 


MEDICAL RECORDS LIBRARIAN. A large 
San Francisco Bay Area medical clinic has 
an unusual and challenging opportunity 
for a person capable of developing a com- 
plete and expanding medical records de- 
partment—minimum 3 years experience 
with a well-rounded program, 
and knowledge of terminal digit system. 
Excellent starting salary—liberal personnel 
benefits. Send resume to: Palo Alto Med- 
ical Clinic, 300 Homer Avenue, Palo Alto 
California. 


NURSE ANESTHETISTS for 200 bed com- 
munity hospital. Two full time M.D.’s— 
modern air conditioned surgical suite— 
two and one-half hours from Boston and 
New York—accessible to shore—liberal 
policies—retirement and sickness 
nefits—salary commensurate with quali- 
fications—plus bonus for call duty—Apply 
The William W. Backus Hospital—Per- 
sonnel Office—Norwich, Connecticut. 


DIETITIAN: Preferably A.D.A. member 
to head the Dietary Department of a new 

bed hospital opening in November. 
New Hospital replaces long established hos- 
pital in area. 20 miles from Twin Cities. 
Community of 14,000. Salary commensu- 
rate with ability and background. Apply 
D. C. Mattison, Administrator, Lakeview 
Memorial Hospital, Stillwater, Minnesota. 


NURSE ANESTHETIST for 30 bed general 
hospital, located 65 miles north of Mobile, 
Alabama on Highway #43. Starting salary 
$7,200.00 plus commission for weekend 
work. Liberal personnel policies. Apply to 
Mr. John C. Neal, Administrator, Jackson 
Hospital, Jackson, Alabama, or telephone 
Chestnut 6 -2407-collect. 


DIRECTOR OF NURSING SERVICE: 242 
bed, general, accredited hospital. - 
ence desirable. Excellent starting os 
Progressive ——— Write James Gt 

Jr., Administrator re Hospital Carr, 
Natrona County, Casper, Wyoming. 


DIETITIAN: ADA member, 
325 bed hospital in autiful western sub- 
urb of Chichae. Big city advantages — 
out the drawbacks. Salary—$425-450 
month including meals. 1 month vaca oa 
and other liberal benefits. Apply Miss M. 
L. Schoeneich, Chief Dietitian, 
Hospital, Elmhurst, Illinois. 


THE MEDICAL BUREAU, INC. 
Burneice Larson, Chairman 

900 North Michigan Avenue 
Chicago 11, Illinois 


To Physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of 
relocating, the institution reorganizing or 
augmenting its staff, we offer the services 
of the Medical Bureau. All negotiations 
strictly confidential. Opportunities in all 
parts of America, including countries out- 
side continental United States. Let us dis- 
cuss your needs at the American Hospital 
Association Meeting in San Francisco, 
oo st 29-September 1. Exhibit Number 


NURSE ANESTHETISTS: 200-bed fully 
accredited general hospital in Baltimore 
. expansion program now going on... 


$500 per month . 4 weeks vacation .. 
8 holidays . sick leave. Address HOS- 
PITALS, Box K- 1. 


DIRECTOR OF NURSES: 400 bed, univer- 
sity affiliated, general hospital with all 
major services; located in the medical 
center. Nationally accredited 3-year di- 
ploma school. Considerable experience in 
administration of nursing services and 
education required. Masters degree pre- 
ferred. Contact Administrator, Louisville 
General —— or Director, Civil Service, 
300 City Hall, Louisville 2, Kentucky. 


ADMINISTRATOR for Chronic hospital 
137 beds. Excellent opportunity for expe- 
rience and willing individual. All applica- 
tions must be in writing and will be 
treated in confidence. Address: Mr. Nat 
Cohen, c/o, Jewish Hospital of Hope, 7745 
Sherbrooke Street, E. Montreal a 
Canada. 


OUR 63rd YEAR 


WOOD WAR 


FORMERLY AZNOES 


V.Wabash- Chicago 


6-5682 


ADMINISTRATORS: (a) Med; — to de- 
velop new res prog; new post; w 400- 
bd genl hsp; $15-18,000; So. (b) Med Dir; 
Nat'l hith organ; develop, coordinate, 
admin estab’d coast to coast med rsrch 
prog; some editorial & travel; 
(c) JCAH, 230-bd gen most important 
depts newly equiptd; reqs MSHA; 

min 3 yrs exp; sal open; many benefits; 
coll twn 35,000; MW. (d) 70 bd. genl hsp 
startg construction Sept: will Legge Oct 
"60; -$10,000; coll twn, popular winter 
resort area; nr ocean, SE (e) 125-bd, well- 
equip’d & maintained, vol, genl hsp; full- 
accred, co-op med staff: reqs MHA w/min 
2 yrs exper as adm, smaller hsp or dept 
head, lge hsp; min $10,000; more for 
superior person; twn, 50,000; tri-state re- 
sort area; MW. (f) Asst; adm able dir 
fund drive; fairly lge JCAH, vol, genl nap 
will become adm of new hsp when built 
about $12,000. (g) Asst w/hsp res; 250-bd, 
full-accred, genl hsp; NW-Central. (h) 


Asst; fairly lige, genl, vol, JCAH hsp; 
Hawaii. 
ADMINISTRATIVE POSTS: (i) Bus Mgr; 


100 bds; Finger Lake region; NY. (j) 
Clinic Mgr; 16 MD’s; no acctg exper nec; 
Calif. (k) Comptroller; qual develop into 
asst hsp adm; report to MACHA: ‘ef 
lge, full-accred, genl hsp; to $10,000; NE. 
(1) Dir, Personnel & Public Relations; 320 
bd, fully-accrd hsp; (m) Public Relations 
dir; full-apprvd, 700 bd, tchg hsp hdgqtr 
hsp of 18 assoc hsps in 3 States; substan- 
tial sal w/above-aver potential; univ city, 
50,000, MW. 


DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Il. 


Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospi Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical erapists, Occupational Thera- 
ists ... Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 


Housekeepers, Bacteriologists, Biochemists, 
Medical oe X-Ra Technicians. 
Food ice Managers. All iries from 


applicants are kept strictly confidential. 
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POSITIONS OPEN 


LICENSED ADMINISTRATOR, preferably 
with previous experience build pro- 
am. Resort, Agricultural area on famous 
e of the Woods. Progressive alert com- 
munity. Excellent schools, Churches, and 
youth programs. Write or call Wm. S. Mar- 
vin, Warroad Municipal Hospital, Warroad, 
Minnesota. 


ASSISTANT MEDICAL RECORD LIBRA- 
RIAN: Registered or eligible for registra- 
tion, 272 bed 62 bassinet, general hospital. 
Supervisory responsibilities, research, 
I.B.M.; liberal personnel policies, salary 
open depending on ability and experience. 
Apply Personnel Officer, Lakewood Hos- 
pital, Lakewood, Ohio. 


ENGINEER: Supervise plant operation in 
500 bed hospital—medical center in 
Southern California. Serve as department 
head to administer program involving 
maintenance of buildings and grounds, 
equipment and distribution lines for steam, 
water, plumbing, electricity, refrigeration, 
and sanitation. 10 years of progressively 
responsible experience in plant mainte- 
nance required. Degree in mechanical or 
electrical engineering desirable, not essen- 
tial. Ample fringe benefits including health 
and retirement plan. Submit resume and 
recent photograph to Personnel Office, 
Cedars of Lebanon Hospital, 4833 Fountain 
Avenue, Los Angeles 29, California. 


OPERATING ROOM SUPERVISOR AND 
REGISTERED NURSES, male or female, 
250-bed JCAH accredited general hospital, 
modern facilities. Excellent working con- 
ditions and liberal employment benefits. 
Progressive community on Lake Michigan. 
Send resume with expected salary to: Di- 
rector of Nursing, Hackley Hospital, 1700 
Clinton Street, Muskegon, Michigan. 


PSYCHIATRIC NURSE in dynamicall 
oriented 1000 teaching Mental Heal 
Institute. Salary $385 per month. Also oper- 
ating room nurse needed immediately. Paid 
vacations, sick time, 40-hour week. Write 
to, or call collect: Hazel J. Ammons, R.N., 
Director of Nursing Service, Mental Health 
Institute, Cherokee, Iowa. 


POSITIONS WANTED 


ADMINISTRATOR: JCAH or new 50 beds 
or more: Southwest: Male: 42: Three 
years Personnel Administration (500 beds) 
at Assistant level: MBA Hospital Admin- 
istration: — confidential. Address 
HOSPITALS, x J-98. 


Young man (38 years), college graduate 
and twelve years experience in hospital 
administration is desirous to relocate in 
a hospital of between 150 and 250 beds. 
Strong business and professional back- 
ground and presently employed as Ad- 
ministrator of a hospital of 100 beds. 
Address HOSPITALS, x J-99. 


TRAINED MEDICAL LABORATORY and 
X-RAY TECHNICIANS available. These 
students have had from 1500 to 1900 clock 
hours of training in Hematology, Urinal- 
sis, Chemistry, Bacteriology and Tissue 
echnique, etc. Contact Carnegie College, 
4707 Euclid Avenue, Cleveland or 65 An- 
derson Street, Boston. 


MEDICAL 
WOOD WAR 
AR 
FORMERLY AZNOES 


18 V.Wabash- Chicago, UE. 


MEDICAL ADMINISTRATOR: Outstnd’g, 
nationally-recogn’zd Bd surg seek’g dir- 
shp, med educ in lIge tchg hsp w/surg 
privileges; coastal states; 8 yrs tchg, pro- 
fessorial level; mumerous publications; 
noted med lecturer; present income as 
chief surg insufficient; early 40’s; highly 
recommended. 


ASSISTANT ADMINISTRATOR: MHA, 
St. Louis; complet’d Admin resid; seeks 
lge hsp or Adm, sml “~~? prefers South 
or Mid-So-Eastern; Age 26. 


ANESTHESIOLOGIST: Trnd, univ hsps; 
Dipl Anes; excep-well-qual’d thoracic, 
cardiac, neuro anes; seeks Chiefshp, lige 
hsp, SW or W or Hawaii (warm climate); 
fee-for-serv; late 30's; 60 days. 


COMPTROLLER: Forced to resign, “over- 
age’; wishes enter hsp field; 10 yrs, 

& Ernst; 14 yrs VP & Treas: Lumber co; 
any locality; energetic; early 50's. 


PATHOLOGIST: 46; sevl yrs, Chief, path 
500-bd hsp; Dipl, clin, anatomy & neuro 

th; outstandg spec seek’g only challeng- 
ng oppor; any locality. 


RADIOLOGIST: 35; trnd Mayo’s; 4 yrs, 
priv rad pract; prefers chiefshp in hsp 
Dipl, diag, therapy & isotopes; any locality. 


[Clip and Mail) 


Please schedule the following advertisement for the 


HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 


issue(s) of HOSPITALS 


(Date of Publication) 


under the following heading: (Thirty-five cents a word; minimum charge $5.00 per insertion.) 


For Sale Instruction _Positions Wanted 
Positions Open Services Wanted 
[] Check or Money Order Enclosed Signed 
Bill the Hospital Title 
Hospital. 
Address_ 
City & State__ 
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PICTURE CREDITS 


p. 13 Miss McKeever, Mr. Flance—Hearold Ferman 
p. 20 St. Levis Globe Democrat 


p. 27 Albert Pegg 
pp. 48, 49 Ed Nano 


pp. 85, 86 Flying Comera, Inc. 


before publication date of the issue. 


Effective but low-coss Communications 


Classified advertising is the lowest-cost method of advertising. It can serve your hospital effectively when you are 
recruiting employees or when you have used equipment to sell. . .. 
The classified advertising rate is 35 cents per word with a minimum of $5.00 per insertion. Deadline: 30 days 
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840 North Lake Shore Drive, Chicago 11, Illinois 
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to make the most of your talents and techniques... 


Lahey Gall Duct Forceps 


The inherent dependability of a fine surgical forceps is nowhere bet- 
ter demonstrated than in this Lahey clamp. Note the smooth longi- 
tudinal serrations, the slender jaws and shanks, properly delicate, 
yet with the strength and resilience necessary for reliable clamping. 
7% inches. Stainless steel. Order as No. SU-10524, each $8.50. 


330 S. HONORE STREET, CHICAGO 12, ILLINOIS « DALLAS e« HOUSTON e LOS ANGELES « RGCHESTER, MINN. 
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Fine Surgical Instruments and Hospital Equipment Since 1895 


Th 9 Dike is no margin for error in today’s 
ere S rigid aseptic techniques. Sterility of surgical 
supplies cannot be quantitative nor qualitative. 


no substitute It IS and must be absolute . . . for every item 


in every load, every day. 


f Or the Thus each step-saving, time-saving feature of 


the Amsco Square Dressing Sterilizer is first and 


D EPEN D ABILITY finally pepeNpastx. The single multiport valve of the 


- Cyclomatic Control is a marvel of rugged simplicity. 


of an American Bh "It is so easy to operate that the most unskilled attendant 
“ “1° .. quickly understands it. It is so positive that the most 
. conscientious operator never doubts it. It saves time for 


with Cyclomatic Control “ other useful work and it saves worry. 


There is dependability, too, in the eye-level convenience 
. of the unitized control panel; in the greater load capacity 

: of the square chamber; in the welded, nickel clad and monel 

. construction and in a hundred hidden details. 


' That is why . . . across the country or around the world 
. .. Amsco Square Dressing Sterilizers are the standgrd of 
dependability. And in this vital process, there IS no 


substitute for dependability. 


AMERICAN 


STERILIZER 


ERTE*PENNSYLVANIA 


World's largest Designer and Manufacturer of 
Sterilizers, Surgical Tables, Lights and 
related technical equipment. 
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